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Preamble to the Constitution and By-Laws 


We, Nurses, representing various nations of the world, 
sincerely believing that the profession of nursing will be 
advanced by greater unity of thought, sympathy and purpose, 
do hereby unite in a federation of national associations of 
nurses. Such national associations shall be non-political, shall 
embrace all religious faiths, and shall work together for the 
purpose of promoting the health of nations, improving the 
nursing care of the sick, advancing the professional and 
economic welfare of nurses and enhancing the honour of the 
nursing profession. 
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THE STORY OF ICN HOUSE 
by 
THE EDITOR 


Since October 26th, 1955, the Headquarters of the International Council of 
Nurses has been established at 1, Dean Trench Street, London, in a new four-storied 
house of modern architecture, situated in the centre of the city of Westminster. 


This is certainly an outstanding event in ICN history, for during the 57 years 
since its foundation activities have been carried on from a number of different 
premises—different in size, character and the amenities provided—and this is the 
first time that the Council has actually possessed a house of its own. London, 
Copenhagen, New York, Geneva, London, New Haven, New York, London—these 
are the cities (and in this order) where the ICN has from time to time been located, 
and the various events which have necessitated so much movement make an interesting 
story, leading up to the auspicious day when Headquarters has acquired its own house 
in a dignified setting. 


From the date of the foundation of the ICN in 1899 until October Ist, 1925, 
the official address of the Headquarters was 431, Oxford Street, London. Here, one 
room was provided without cost through the generosity of Mrs. Bedford Fenwick, 
the Founder and first President of the ICN, and during those years, President of the 
National Council of Nurses of Great Britain and Northern Ireland. Here, ICN 
documents and records were stored; here a beginning was made towards building up 
an international library of nursing books and biographies; and here Miss Lavinia 
Dock, Honorary Secretary of the ICN from 1899 to 1922, carried on her secretarial 
work and interviewed visitors, whenever she was in London. 


One wonders whether those who founded the ICN and steered it through those 
early years, ever envisaged the extent to which it has now developed, or imagined 
the many ramifications of its world-wide relationships. One wishes that Lavinia Dock, 
now in her 99th year, and living quietly at Fayetteville in the state of Arkansas, 
could visit the new Headquarters and see for herself how the international “ child ” 
which she nurtured so carefully is growing up towards maturity! 


When Lavinia Dock resigned the secretaryship in 1922, Miss Christiane Reimann 
‘was appointed Honorary Secretary, and carried on the business of the ICN first 
from Copenhagen, and for a short time from New York where she was undertaking 
part-time studies at Teachers College, Columbia University. 


In 1923, when the ICN Board of Directors met in Copenhagen, the matter of 
future premises for a permanent Headquarters was discussed, and two years later 
when the Grand Council met in Helsinki, delegates considered the possibility of 
raising sufficient funds to establish the Headquarters in permanent premises and to 
employ an Executive Secretary on a salaried basis. The financial aspects of this 


and friends; the nursing profession has lost one who has been a great nursing pioneer 
in her generation. 
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proposal were laid before the members of the incoming Board of Directors, and on 
July 28th, 1925, at a meeting held at Halila, Finland, it was voted that the Head- 
quarters should be established in Geneva, Switzerland. Here it was felt the Executive 
Secretary would have access to the Library of the League of Nations, and that ICN 
Headquarters would be safely established in a neutral country. 


It is interesting to remember that the Palais des Nations, where the World Health 
Organisation now has its Headquarters, was originally erected to accommodate the 
League of Nations; and when members of the ICN Headquarters staff attend meetings 
of the WHO (with which the ICN is in official relationship) opportunity is taken to 
visit the present commodious and well-stocked library, with the consciousness of a 
feeling of continuity with those who guided the affairs of the ICN 30 years ago and 
who were responsible at that time for the establishment of the Headquarters in Geneva. 
Headquarters were first opened at 1, Place du Lac, Geneva, on October Ist, 1925, but 
were moved to 14, Quai des Eaux Vives (later Quai Gustave Ador) in 1927. 


In 1934, Miss Anna Schwarzenberg replaced Miss Christiane Reimann as Execu- 
tive Secretary, and carried on the work in Geneva until 1937, in which year, because 
of the high rate of exchange in Switzerland (added to the fact that the lease had 


expired) Headquarters were moved to London, and established at 51, Palace Street, 
on June 23rd. 


Then came the outbreak of war in 1939, when correspondence was disrupted 
and urgent action had to be taken to ensure safe custody for ICN files and records. 
In the absence of the Executive Secretary, Miss Schwarzenberg, who had already left 
on an official visit to South Africa and India, Miss Calista Banworth (now Mrs. 
Gordon Salmon) at that time Associate Executive Secretary, travelled with essential 
Headquarters equipment to Cambridge, and then on October 12th sailed for the 


U.S.A. with valuable documents, leaving all other office equipment and furnishings in 
store in Great Britain. 


Temporarily, Headquarters were established first in New Haven at the address 
of the President, Miss Effie Taylor, and later on, from 1944, in New York at 1819, 
Broadway; and from the latter address all preparations for the first post-war ICN 
Congress, which was held in Atlantic City in 1947, were carried on. 


It was largely due to the undaunted efforts and determination of Miss Effie 
Taylor that, in spite of the six years of war, continuity was maintained with the work 
of the ICN, for with her own hand Miss Taylor wrote many letters to nurses with 
whom she was still able to maintain contact, in many parts of the world. If this 
continuity had not been possible, it would have been difficult for the work to begin 
again as rapidly as it did; and it is significant that a meeting of the Board of Directors 
was able to be held in London so soon after the end of the war, in 1946. 


At the meetings of the ICN Grand Council held immediately before the 9th 
Quadrennial Congress in 1947, much discussion took place as to where ICN Head- 


quarters should be permanently located, and it was decided by vote, that the Head- 
quarters should return to London. 
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Through the efforts of the ICN Headquarters Committee, accommodation was 
soon found at 19, Queen’s Gate, where Headquarters were established in November 
1947. Following the resignation immediately after the 1947 Congress of Miss Anna 
Schwarzenberg, the affairs of ICN Headquarters came under the direction of Miss 
Virginia Arnold, Associate Executive Secretary and then Acting Executive Secretary, 
until the appointment of Miss Schwarzenberg’s successor in April 1948. Great credit 
is due to the small ICN Headquarters staff who carried on the work during the 
winter of 1947 to 1948 under arduous and difficult conditions. 19, Queen’s Gate, had 
sustained war damage and at first only one room was able to be occupied—and 
that a room with a boarded-up window. Repairs were soon carried out, however, 
and ICN Headquarters quickly spread from one room to one floor—later to two 
floors and then to three floors, consisting of ten offices in all. It was evident that 
with the rapid expansion of the work and the consequent increase in staff, together 
with the decision of the ICN Grand Council in 1949 to bring the Florence Nightingale 
International Foundation within the ICN as its Educational Division, that the 
accommodation at 19, Queen’s Gate, would soon prove inadequate; and so the ICN 
Headquarters Committee was charged with the responsibility of finding increased 
accommodation in order that ICN Headquarters might be established (in the words 
of our Finnish Member Association) in a “ house and home” of its own. 


Now that “house and home” has been found. It is called affectionately 
““ICN House,” and should provide the ICN with a Headquarters which is at the 
same time homely and dignified. The house provides 17 offices; one floor has been 
assigned to the FNIF, and this increased accommodation has greatly benefited the 
educational side of the work. It is hoped shortly to appoint a Publications Officer, 
and in time to establish a Nursing Service Division; and the new Headquarters 
provides sufficient space for this desirable expansion in the work. 

A word must be said here about Dean Trench, after whom the street has been 
named in which ICN House is situated. He was a distinguished prelate, poet and 
scholar, born in 1807. He was educated at Harrow School and Trinity College, 
Oxford, and after holding various church appointments became Professor of Divinity 
at King’s College, Oxford, in 1856, Dean of Westminster the same year, and Arch- 
bishop of Dublin in 1864. He died in 1886, and is buried in the nave of Westminster 
Abbey. 

We like to remember also, that Westminster Abbey is within walking distance of 
our new Headquarters, and that in the Abbey is a small Chapel, dedicated to the 
memory of more than three thousand nurses who have given their lives as well as their 
service, in their country’s cause. 

All who work at ICN Headquarters are conscious that the part of London in 
which ICN House is located, is steeped in history. The ICN too has its history, which. 
covers an unbroken period of 57 years. It is, in fact, the history during half a century 
of professional organisation for nurses. 

As the future opens out before us with its challenging opportunities, it is for us 
to see that ICN House provides the atmosphere in which the responsibilities of the 
present and of the future, can be approached with courage and with conviction. 

D.C.B. 


First published in “The Nursing Mirror,” Great Britain, and reproduced here by courtesy of the 
Editor of that journal. 
Copies of this article may be purchased from ICN price 3d each. 
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REPORT TO THE MEETING OF THE 
FLORENCE NIGHTINGALE INTERNATIONAL 
FOUNDATION COUNCIL IN AUGUST 1955 


by 
Miss ELLEN BROE, Director 


Nearly six years have elapsed since the FNIF became associated with the ICN 
and this is the fourth meeting of the FNIF Council which is to take place. May I add 
my warm welcome to the Council Members and our guests, to that of the Chairman’s, 
and say how happy we are here at Headquarters to have again the opportunity to tell 
you about our present work and to have your guidance for the programme which you 
will now plan for the coming two years. 

Through the Report of the Executive Committee Meeting in May, 1954, the 
material we have sent to you from time to time, and the ICN/FNIF Newsletter, we 
hope that you are up-to-date with regard to the current activities of the 
Foundation. The major feature of the work: the Studies, will come up for discussion 
as special items on the Agenda. I shall, therefore, talk in general about the work of 
the FNIF according to the plan outlined after the Council Meeting in 1953; in three 


main parts: I. Administrative Programme, II. Programme Commitments and III. 
Recommended Programme. 


I. ADMINISTRATIVE PROGRAMME 


(a) Staff—Since September, 1954, the professional staff of the FNIF has consisted 
of two professional nurses besides myself. Miss Frances Beck was appointed by 
the Executive Committee in the Spring of 1954 and took up her position as Assis- 
tant to the Director on lst May, 1954; Miss Yvonne Schroeder was also appointed 
by the Executive Committee as a temporary Research Assistant and took up her 
work with us on Ist September. 1954. Miss Schroeder’s appointment was for 
one year. In order to enable Miss Schroeder to complete the project on which 
she has been working, I want to recommend to the Council that her appointment 
be extended over one more year from September, 1955. 

Our clerical staff consists of Mrs. Enid Kingsley. who has been my Personal 
Secretary since February, 1954; Mrs. Elizabeth Whitby and Miss Rosemary Hay, 
the latter working with us on a temporary basis. The situation with regard to 
secretarial help has from time to time been very difficult and for long periods 
we have had to work with temporary assistance, changing numerous times. This 
has been a handicap in carrying out the amount of work which we had planned. 
Accommodation—New accommodation, with space for expansion is now secured 
for our Headquarters Office. In March, 1955, the ICN bought a house in Dean 
Trench Street, where one entire floor will be allocated to the FNIF. There will 
be individual offices for Miss Beck, Miss Schroeder and myself and two offices 
for our secretaries. The floor has toilet and kitchen facilities and plenty of space 
for current and previous material. 

(c) Equipment—This year we have acquired six new filing cabinets of foolscap size 
and a new filing system—Speedac—has been introduced. This has meant a lot of 
extra work for the staff, but we think it is a great improvement and are very glad 
to have been able to accomplish this. For the new office some additional furniture 
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(d) 


II. 
(a) 


(b) 


and equipment will be needed. This will not be included though in the normal 


budget but will be considered a special item in connection with the move to new 
premises. 


Information obtained and distributed—The development of the INFORMATION 
CENTRE continues steadily. Practically every day new material is added in the 
form of Reports of Studies and Conferences, new catalogues from Schools of 
Nursing in all parts of the world, publications from other international organisa- 


tions such as WHO, UNESCO, World Federation of Mental Health. 


To our book collection we have added 37 books since July, 1954. 

Information is exchanged when the staff is travelling and when the many 
visitors from other countries come to ICN Headquarters. Each year we have 
visits from groups of Post-Basic students in the Colleges in London; and this 
summer we have had a visit from a group of students from Teachers College, 
Columbia University, New York, who were on an extensive Study Tour in Europe. 
Such visits form excellent opportunities to discuss with interested colleagues the 
scope of the work of the ICN/FNIF. 

Since the meeting of the Executive Committee in June, 1954, I have visited a 
number of countries by invitation or as a representative for the ICN at professional 
meetings or congresses. Miss Beck and Miss Schroeder have spent seven weeks 
in Turkey this Spring, in order to make certain investigations in connection with 
the two Studies on Nursing Education. Reports of these travels have in each case 
been submitted and have generally been circulated with the Newsletter. We have 
in every case met interest for our work and great personal kindness, and we would 
like to place on record our gratefulness for the generous hospitality extended to us. 

Correspondence—including communications in the form of circular letters, 
questionnaires and memoranda, is of course a great means of obtaining and dis- 
tributing information. 

The Newsletter continues to be our means of bringing current information 
to the Council members and we hope that you feel this to be satisfactory. If not, 
we would be glad to know from you in which way you would like this to be 
changed. 


PROGRAMME COMMITMENTS—(Studies) 


Report I. “An International List of Advanced Programmes in Nursing Education ” 
—was completed in May, 1954, and placed before the Executive Committee when 
the Committee met here in London in May, 1954. The French translation of this 
Report was completed in January, 1955, and the 500 copies in English as well 
as the 250 copies in French requested by WHO in the Agreement between ICN 
and WHO have been safely delivered. 

Report II—* How to Survey a School of Nursing—A suggested method, illu- 
strated with samples of five Post-Basic Schools,” was completed in October, 1954, 
and the 500 copies in English were submitted to WHO at that time. The French 
translation of this Report, which was started immediately, has met with many 
obstacles, especially through strikes and technical breakdowns in the Printing 
firm. The last proofs are, however, now being read and it will soon be possible 
to submit the 250 copies of this Report in French to WHO. Copies of these two 
Reports have been sent to all Council members; to all ICN officers; to all National 
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Nurses Associations and the Editors of National Nursing Journals; and to the 


five Post-Basic Schools of Nursing which participated in the surveys connected 
with Report II. 


The Reports can be bought from ICN Headquarters’ office, and so far 140 


copies of Report I and 71 copies of Report II have been sold. 


(c) The Present Studies—As you know we are at present concerned with two Studies 
for which Agreements have also been signed between the ICN and WHO. 


1. 


* That a 
and the 


“A Study of Educational Principles applicable to the Education of Nurses; 
in particular to the role of the nursing school in preparing nurses for their 
increasing responsibilities resulting from changes in medical and public health 


practices (in accordance with an Agreement signed between WHO and ICN 
in 1954). 


“The development of a Guide for Planners of Post-Graduate Education in 
Nursing ” (in accordance with an Agreement signed between WHO and ICN 
in 1953). 

Progress Reports for each of these Studies, prepared by Miss Beck and Miss 
Schroeder respectively, were sent in December, 1954, to WHO and to all 
Council Members; we hope they have all been duly received. Miss Beck 
and Miss Schroeder will submit an up-to-date Progress Report to the Council 
under item 13 on the Agenda. 

A Study Committee has given valuable help with the development of material: 
meetings with the Study Committee have taken place 9 times during the last 
year. 

A number of Consultants have advised on certain aspects of the Studies; meet- 
ings with Consultants have been held 24 times. Reports of all these meetings 
have been sent to the Executive Committee Members. 

I would like to take this opportunity to thank the Nursing Section of WHO 
for the interest taken in our work, and for the co-operation and encourage- 
ment we have had, both from Miss Baggallay and Miss Creelman, when the 
studies have been discussed. 

We also want to say how much we appreciate the invitation to the ICN from 
the Regional Office for Europe to send an observer to the Conference on 
Basic Nursing Education, which is planned to take place in November this 
year; and we are happy that Miss Beck can have this privilege, as it will 
be of great benefit to her particular work. 


The compilation of the Bibliography on Florence Nightingale is progressing 
in a very satisfactory way. Our Bibliographer, Mr. Bishop, will give you a 
Progress Report. We meet from time to time to confer and he submits 
Progress Reports to us every other month, which have been quoted in the 
Newsletter. Mr. Bishop carries out much of his work at the Wellcome 
Historical Medical Library where they have given him facilities for filing the 
collected material. You will remember that concerning this project a 
decision was made by the Board of Directors at their meeting in Brazil, 
July, 1953.* 


roval is given to the potential development of a collaborative plan between the FNIF 
ellcome Historical Medical Library in London, with regard to the continuous development 


of a library study pertaining to the life and work of Florence Nightingale; the initial approach to 


the Wellcome Historical Medical Library to be made by the ICN. 
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III. RECOMMENDED PROGRAMME 


III. ALLOcATION oF TIME—EVALUATION OF WorK 


Mr. Bishop’s salary has been paid from the FINF Educational Fund (£500 
per annum—the study being estimated to extend over two years) and so far the 
contribution of the Wellcome Library has been the facilities for Mr. Bishop’s 
work mentioned above. 

The Wellcome Historical Medical Library may be interested in publishing 
the Bibliography when they have had the opportunity to see the final product; 
but they do not wish to commit themselves. 


A Conference on the Planning of Nursing Studies has its place as a special item on 
the Agenda. The Chairman has referred to this project, and will have new material 
to present for discussion under this item. In the Folders prepared for this meet- 


ing, you will find the background material discussed by the Executive Committee 
last year. 


Suggestions for future work 


The immediate task at hand is of course the completion of the three Studies which 
are at present being undertaken and which, we believe will occupy the time of 
the FNIF staff for at least one more year. A supplement to Report I—“ An 
International List of Advanced Programmes in Nursing Education ”—ought to be 
supplied in approximately two years from now as it has been suggested that a 
revision of this List should take place every three years. We are gradually trying 
to collect information on scholarship sources, national as well as international. 
This is information which we need very much. From one of the Florence Nightin- 
gale Committees (Australia), the suggestion has been submitted to us that the 
FINF should attempt to conduct Study Tours for students from various countries. 


The work of the Foundation during the past year, since the meeting of the 
Executive Committee in June, 1954, has been shared by the staff in the following 
way: — 
Miss Beck has devoted all her time to work on the Study of Basic Nursing 
Education, the only exception being the periods when I was away from the 
office on vacation or professional visits which has amounted to approximately 
four months in all. During these periods, Miss Beck has taken my place and 
has given approximately half of her time to general duties. 
Miss Schroeder has, since she started her work on Ist September, 1954, given 
her time to the Study of Advanced Programmes in Nursing Education. She 
has helped, though, with the French translation of Report II—“ How to 


survey a School of Nursing ”—and with the proof reading, which has taken 
perhaps two to three weeks in all. 


As you will see in the Progress Reports submitted by Miss Beck and Miss 
Schroeder, they spent seven weeks in Turkey this Spring and the investigations 
made during this visit will have a place in their respective Studies. 


My own time has been spent with approximately one third on general 
administration, general correspondence and educational advisory work 
(through correspondence and interviews). One third on the Information 
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Centre (travel; participation in professional meetings; preparation of talks; 

reports; articles, newsletters; and the introduction of a new Filing System). 

One third on the Studies (planning; attending and reporting on meetings 
with the Study Committee and consultants; going over and discussing Study 
material with Miss Beck, Miss Schroeder and Mr. Bishop). 

We want to take this opportunity to thank the FNIF Council and Executive Com- 


mittee members for their interest in everything we do and for their support and 
guidance. 


The FNIF staff would like particularly to thank all members of the Study Com- 
mittee with whom we have worked so closely and who have given us so much help and 
encouragement; although they are all very busy people and it has sometimes been 
difficult to find a time for our meetings when everyone could be present, we have 
_generally succeeded in the end. Our consultants have been a tremendous support to us, 
and we would not have reached the present stage in the work on the Studies without 
their expert advice. Our work is constantly helped by the excellent co-operation we 
have from the Executive Secretary of the ICN, Miss Bridges, her Deputy Executive 
Secretary, Miss Buttery, and Assistant Executive Secretary, Miss Sher. We have a 
happy and friendly relationship at Headquarters for which we are extremely grateful. 


Personally I wish to thank Miss Beck and Miss Schroeder for the interest and 
keenness with which they have tackled their tasks and the cheerful way in which they 
have faced the problems with regard to lack of office space and, from time to time, lack 
of clerical help; and for the friendly and loyal way in which they have worked with me. 
I also wish to thank Mrs, Enid Kingsley, who has been the connecting link, when all 
other secretaries left us, who in a most pleasant and friendly way has carried on with 
the work—and during difficult periods has been a great help to us all. 

The tasks assigned to the Staff of the FNIF are not of the kind which give 
immediate return. Because the work is slow and tends to be theoretical, and the results 
can only be placed on paper, with no opportunity to apply them to practice, it can 
even at times seem frustrating, as there is comparatively little to show from year to 
year. 

In 1951 this Council stated the overall objective of the FNIF to be: “ To improve 
Nursing throughout the world through the improvement of Education for Nursing.” 

It is then our responsibility to seek the means by which we can best serve to 
improve Nursing Education in such a way that Nursing does become improved; 
whether it is by carrying out research; or by giving more direct assistance, should 
we be called upon to do that; or by a combination of both. 

The stimulation of our work and the justification for doing it at all is that there is 
a need for it; if that is true, then the time factor is of no great importance. 

When Florence Nightingale was 74, she wrote a Pamphlet on Health Education, 
the last which was published on matters connected with Nursing. Although, we know, 
Florence Nightingale was impatient by nature, she closes her article with some words 
that we can make our own. She says: “The criticism of all this may be: What an 
enormous time it will take! You are describing a process which will not take weeks, 
but months and years; life is not long enough for this. Our reply is, that for centuries 
the habits of dirt and neglect have been steadily learned; and if we can transform, by 


a few years’ quiet, persistent work, the habits of centuries, the process will not have 
been slow but amazingly rapid ! ” 


INTERNATIONAL Nursinc REVIEW 


Visit to: 
FINLAND 


CANADA 


FRANCE 


IRELAND 


SWITZERLAND 


ENGLAND 


GREECE 


TURKEY 


Travel undertaken by the FNIF Staff 


between June, = and August, 1955 


sth—1 ith July, 
1954. 


lst—14th Sept., 


1954. 


Miss 


Miss Broe 


19th—2Ist March, Miss Broe 


1955. 


18th—25th April 


1955. 


29th May—4th 
June, 1955. 


Purpose: 
To attend the Congress of the 
Association of Nurses in the 
Northern European Countries. By 
invitation, to speak on “ Florence 
Nightingale and her International 
Influence.” 


To attend the Congress of the Inter- 
national Committee of Catholic 
Nurses (CICIAMS) as representa- 
tive for the ICN. 

Preceded by visits to Schools of 
Nursing in Canada. 


To attend the Meeting for Directors 
and Instructors from Schools of 
Nursing, conducted at the Insti- 
tute of International Education, 
Sévres. By invitation from Le 
Comité d’Enseignment. Talk given 
on “ The work of the FNIF.” 


Miss Broe 


Miss Broe 


9th March. 1955 Miss Broe 


13th July. 1955, 


Miss Broe 


By invitation from the National 
Council of Nurses of Ireland, to 
speak on “ New Trends in Nursing 
ducation.” 


To attend the Congress of the Inter- 
national Hospital Federation as 
representative of the ICN Partici- 
pation in group discussions on the 
preparation of nurses, 


A visit to the Tunbridge Wells 
branch of the Royal College of 
Nursing, to speak on “ The work 


of the [CN/F NIF.” 


A visit to the Kingston, Surrey, 
County Nursing Association, to 
speak on “ The work of the ICN/ 
FNIF.” 


30th March—4th Miss Beck and To visit Schools of Nursing; as 
Miss Schroeder guests of the Hellenic Nurses’ 


April, 1955. 


May, 1955. 


Association. 


4th April—20th Miss Beck and To make investigations in connec- 
Miss Schroeder tion with Studies of Nursing Edu- 


cation; as guests of the Turkish 
Nurses’ Association. 
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SCUTARI IN 1955 
by 

Miss M. G. BORCHERDS, r.k.c. 

President of the South African Nursing Association 


Reprinted by courtesy of the Editor of the South African Nursing Journal. 


On Saturday, September 3rd, 1955, members of the Board of Directors of the 


International Council of Nurses, meeting in Istanbul, visited the Military Barracks at 
Scutari. 


We had been very conscious of those Barracks during the week of meetings; from 
our hotel rooms and the Conference room, across the short distance of the Bosphorus 
to its Anatolian shore in Asia Minor, we were aware always of the Military Barracks 
of Uskadar (Scutari) with its four towers; in one of these Miss Nightingale and her 
nurses lived during the Crimean War. 


That constant reminder made a curious impression—the past seemed linked with 
the present in a feeling of steadfastness and confidence. 


Miss Nightingale and her achievement, described by the Turkish Minister of 
Health as “ a miracle of nursing ” seemed very real in an international gathering where 
the nurse representatives of many countries assumed quite naturally that she was an 
international figure yet belonged to each individually. 


The “ Miracle of Scutari ” seemed to pervade the atmosphere and I do not think 


was often from anyone’s thoughts; the Military Barracks with its four towers gave it 
substance. 


Our conference ended at mid-day on Saturday and in the early afternoon we 
crossed the Bosphorus to Uskadar and the entrance to the Barracks. We were a little 
early so waited examining the facade of the great gaunt building, each side of the 
square half a mile long with a tower at each corner. 


Suddenly the Surgeon General and other representatives of the Turkish Army with 
the Mayor Governor of Istanbul were before us and after brief introductions we moved 
into the entrance to the Barracks. A trumpet sounded as we paused and then turned 
to the right down a long, long corridor which once gave shelter and sanctuary to the 
sick and dying soldiers of Britain, France and Turkey. 


The trumpet call was followed by the playing of a full military band stationed 
against the outer wall of the corridor succeeded for its full length of a quarter of a mile 
by soldiers of the Turkish Army with fixed bayonets who presented arms as the repre- 
sentatives of Nursing Associations of the world went by. At the entrance to Miss 
Nightingale’s tower were student nurses and nurses of the Red Crescent. The associa- 
tions and the pageantry were so poignant as to be almost unbearable. 


We entered the tower, still in its original state, and climbed the wooden stairs to 
the first floor. Here the Turkish Nurses’ Association has erected a plaque to the memory 
of the founder of modern nursing and we looked along the half mile length of wall of 
the Barracks to the little landing stage on the Bosphorus through these same windows 
from which Miss Nightingale watched the sick and wounded soldiers being rowed over 
the Bosphorus to the Barracks Hospital. 
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We returned from the Tower to its entrance in the corridor and here after the 
Turkish National Anthem had been played, Mlle Bihet, the President of the Inter- 


national Council of Nurses presented a citation to Miss Deniz, the President of the 
Turkish Nurses’ Association. 


Addresses in Turkish, English and French by the Surgeon General and the Mayor 
Governor followed and scarlet and white flowers—the Turkish colours—were placed 
beneath a portrait of Miss Nightingale by our President. 


The return to the entrance to the Barracks, which is still used by the Turkish 
Army, followed the same order and again we walked as nurses over those worn flag- 
stones; we had not gone back a hundred years, but a century had stepped forward 
and the Art of Nursing was a living thing without end or beginning. The tribute 
from the Turkish Army to the nurses of the world had made this so. 


SOME CONSIDERATIONS ON THE BASIC 


NURSING CURRICULUM 
by 


Miss G. B. CARTER, B.Sc., S.R.N., S.C.M. 
Reprinted by courtesy of the WHO 


Not long ago the words “ nurse” and “ nursing” conveyed to most people, no 
less than to nurses themselves, the idea of attention to persons unlucky enough to 
have to take to their beds. Florence Nightingale’s flash of prophetic insight, 
“hospitals are not enough,” went unheeded, so great was the pride of skill and 
achievement experienced by doctors and nurses in that wonderful epoch dominated 
by the researches of Pasteur and Lister and the advent of anaesthesia. 


It was true surgery could not do everything. An English surgeon wrote, “ thirty- 
five years ago, all the beds in the Cancer Wing of the Middlesex Hospital were 
occupied by inoperable cases of cancer; there was no treatment except an almost 
superhuman kindness.” 


Now, slowly, perhaps unwillingly, for superhuman kindness may be easier to 
practise than that imaginative insight into the total circumstances of a human being, 
mental, physical and social which is alone able to teach him to achieve his potential 
of health and to restore it when lost, we are learning that the objective of nursing is 
health, not sickness. Sickness is incidental, health an aspect of the whole personality. 
Health has always been a preoccupation of the community for unless its vital statistics 
are sound, the community, whether it be the family or the State, perishes. But the 
community has not always known how to get health. Only slowly has it dawned 
that, although you may have categories of personnel specialized to undertake different 
activities in cure and prevention, it is only when these are all dominated by 
the conception of health that disease begins to lose its hold. Of patients with tuber- 
culosis, some may die (and what nursing they will need), but it is certain that more 
will live if in all her cases the nurse fixes her mind on a living person restored to the 
community, his children and workmates, taught how to live free from infection. 


| 
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In the’ light of these remarks, two points seem to arise and the answers to the 
questionnaire show that the schools of nursing are well aware of them. The first is 
that the nursing profession has to assume responsibility for health and this involves 
a basic curriculum to teach the student nurse to integrate the idea of health in all 
that she learns to do for patients. From this, it follows that she must be aware of 
the mental and social circumstances of her patient as well as of his bodily needs. 
From the practical point of view, it means that the nursing profession can no longer 
afford a stereotyped training based on an out-dated conception called “ general 
nursing,” but must fit its members to deal with the actual maladies and needs of 
the society in which they practise. If many individuals are sick in mind, it is the 
duty of nurses to turn to the nursing of the mentally ill. This is not easy. It involves 
a fresh look at those who offer themselves as nurses, and the way they should be 
taught. The foundation of a basic curriculum needs continuous research and flexi- 
bility, and perhaps willingness to give up dearly loved traditions, to recognize 
rationalization masquerading as fundamental truth. 


The second point is that the nursing profession, if it is to fulfil its obligation 
to meet all needs for nursing, must have the help of the State. It is remarkable 
that new surveys of nursing are being made and new laws passed in every country. In 
Britain, for instance, the first Nurses Act was passed in 1919 and there was no 
amending Act for nearly 25 years. Acts were passed in 1943 and 1949 and no doubt 
there are more to come. An aspect of this interest of governments in nursing is 
the increasing part played by ministries of education. It hardly seems in doubt that 
if the education of nurses is basic to the health services of a country, nursing education 
must be part of the general educational facilities provided by the State, although it 
is equally true that nurses themselves and the health authorities must have a clear 
conception of what nurses need to know. In those countries where a national health 
service is offered and in which, therefore, nurses have become servants of the State 
employed by the Ministry of Health, it is particularly desirable that the education 
authority and not the employer should be responsible for the education of students 
and also for post-basic education in whatever type of institution it may be carried 
out. Of necessity all nurses must be educationists. No branch of the health service— 
not even the doctors—has such a continuous and vital contact with patients, ill and 
well, and it should be an obligation of the basic curriculum to teach nurses how to 


teach their patients, not only by example, but to be able to give them simple words 
of explanation and encouragement. 


But goverriments do not legislate until public opinion is ready. Hence it is a duty 
of the nursing profession to educate and inform public opinion, using all the means 
they have, including the enlightenment of the members who represent them in parlia- 
ment. Much criticism of nurses and nursing is ill-informed and rarely do nurses 
know how to answer their critics effectively, or even to state their aims convincingly. 
It may be that this is a question of post-basic teaching, but even a basic curriculum 


needs to make students aware that they are public servants. One duty of a good 
servant is to keep his master informed. 


It follows from what has been said that since health is the concern of every 
member of the community, since all men are patients from one point of view or 
another, such a wide field of employment cannot be covered by one group of nursing 
personnel only. In the past nursing has been done by a professional group, which 
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the First Expert Committee on Nursing’ called “ nurses who supply the most exacting, 
comprehensive care of a nursing nature.” The service of professional nurses has 
never more than partially met the demand for nursing. Often it has been too 
expensive for many who need it most. It has been supplemented by the work of 
unofficial, unrecognized, devoted, but often untrained persons, called variously practical 
nurses, assistant nurses, etc. Very unwillingly have the professional nurses been 
prepared to admit this personnel, still less to assume responsibility for them. But 
if the whole field of nursing is the concern of the nursing profession it is the duty 
of the profession to secure for patients all the care they need. This point seems to 
be well recognized in every country. 


The replies to the questionnaire show that auxiliary nursing personnel is exten- 
sively employed and in most countries their training and official recognition is under 
consideration. The provision of a number of types of nursing personnel under the 
direction of the professional nurse points to the need for curriculum research and for 
flexibility. The Second’ and Third* Expert Committees on Nursing declared that the 
art of supervision of auxiliary personnel must be taught in the basic curriculum of 
the professional nurse. As the allocation of skills and duties respectively to doctors 
and nurses has changed and is constantly changing, so the relationship of the pro- 
fessional nurse to the other members of the nursing team must be kept constantly 
under review. This is a matter which may be agreed in principle by nurses as an 
international profession, but each country has to survey its own resources of men and 
women, the tasks to be accomplished and the personnel available to perform them, 
having regard to the level of education and intelligence of those who offer themselves 
for nursing. There can be no hard and fast rules as to the duties performed by each 
category. Where, for instance, there is a high proportion of doctors they are likely 
to undertake procedures which nurses do in countries where doctors are few. The 


important point is that no one shall assume a duty without learning the skill to 
perform it. 


One of the results of the enormous growth of hospitalization and the curative 
services has been the metamorphosis of the independent school of nursing as envisaged 
by Florence Nightingale into the hospital school lacking independent financial and 
educational resources. It is impossible to acquit nurses themselves of lack of vision 


and clear purpose in permitting this transformation, however heavily the odds have 
been against them. 


The Nightingale probationer, even if an apprentice, was truly a student during 
her year of training. In 1860, public education was still to come and many of the 
probationers had little learning. The methods of education devised at St. Thomas’s 
fitted the new nursing group. Those of good education assumed a responsibility 
for helping those with little, thus getting practice in teaching and demonstration. It 
must also be remembered that the able educated women quickly assumed positions 
of great responsibility, Today we have stereotyped training. The ever-growing 
need of the hospitals for staff and the high wastage of students, never properly 
understood or investigated, brought about perhaps the most thorough exploitation 
' Wid Hith Org. techn. Rep. Ser. 24. 


* Wid Hith Org. techn. Rep. Ser. 49. 
°>Wld Hith Org. techn. Rep. Ser. 60. 
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of a group of workers that has ever been seen. Nurses themselves, the doctors and 
the public have all conspired to use student nurses as employees. What is worse, 
this usage has been rationalized, until a girl wishing to nurse, whatever her capacity, 
intelligence and education, is compelled to undergo a lengthy period of training based 
on tradition and the desire for labour and not on any scientific determination of the 
time necessary for adequate preparation for the responsibilities to be assumed. Nor 
have the hospital staff known how to make the best use of their qualified nurses. 
All too often staff nurses and head nurses have been given positions for which their 
apprenticeship training has not really fitted them. It is tempting to ask whether 
some of the difficulties now confronting the nursing profession may not be due to a 
steady tendency to select for promotion the student able to stand up to the perpetual 
rush in a busy hospital and to get the work finished, rather than the thoughtful, 
sensitive, educated woman, anxious to’serve her patients and to know the reasons for 
the care she has to give. There can be little doubt that many nurses are lost to 
the profession from a sense of frustration and impotence rather than from any lack 
of love of the profession they so ardently wished to enter. 


The use of the student nurse employee to do the work of the hospital has created 
an economic problem of the first magnitude. In the United Kingdom, it was shown in 
the inquiry made by the Nuffield Foundation in 1953-54' that 75 per cent. of the 
nursing is done by nurses in training. Similar conditions are to be found in other 
countries and it would be helpful if analyses of the work of hospital nurses on the 
same lines as the Nuffield Inquiry could be repeated in other countries. It is 
difficult to see how this state of affairs can be ended. Two lines of approach are 
indicated. Nurses, in season and out of season, must never cease to tell the public, 
the students and the authorities that the student of nursing should be treated like 
any other student and that the experience she is given must be educational. 


Miss E. K. Russell of the University School of Nursing in Toronto, by explaining 
the difference between the independent school of nursing as an educational establish- 
ment and the hospital school using the labour of the student nurses, to generations of 
nurses from all parts of the world has been a missionary for improved nursing 
education. If every school of nursing would set out its ideals similarly much 
might be accomplished, perhaps in a short time. The argument which would, however, 
do more than anything else to convince the hospital authorities, public and private, 
would be research demonstrating that the apprenticeship system, with its high 
turnover and wastage of labour is economically unsound. Nurses are beginning to 
turn to research and there is a wide field here. Again methods of research are no 
doubt post-basic, but the basic curriculum should teach the student to be critical of 
her work and to see where it could be improved technically and administratively. 
Such criticism could be constructive and, would bear fruit when students in due course 
become administrators and teachers, or practitioners of bedside nursing. The student 
nurse, understanding that she is part of a system which cannot be altered in a 
minute, is willing to give her service. None the less she can be shown a vision 
of a better way in which the patient would enjoy a service of qualified nurses and 
trained auxiliaries and in which the student would learn her profession in the 
quickest and most effective way, theory carefully co-ordinated with practice. 


. =~ Worl: of Nurses in Hospital Wards, Report of a Job-analysis, Nuffield Provincial Hospitals 
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From another angle, hospital training as now given provides an inadequate 
preparation for the great fields of preventive and specialized nursing which are, 
equally with general nursing, the responsibility of the profession. 


The answers to the questionnaire show that nurses are alive to this problem. 
So long as the labour of the student is wanted for three or four years in a general 
service, it is difficult to plan either a comprehensive basic training or to allow 


those who wish to do so to specialize, whether in the hospital or in the public health 
field. 


Many of the writers have a clear idea in their minds that to meet the needs of 
the profession the education of nurses must begin with a foundation or basic 
preparation dealing with the human individual as a person having a mind and a body, 
living in a community. After laying the foundations, the student may then specialize 
and, finally, the leaders in teaching and administration and research must be prepared 
by special courses in universities or elsewhere. A point for consideration is if 
all nursing personnel, whatever their background and education and future role, 
should have their first introduction to patients in common. 


What has been said hitherto applies to nursing wherever it is practised. Each 
country, however, has its own problem. The international nursing profession is as 
strong as its weakest link. Advance in the philosophy and practice of nursing 
can only take place as each country identifies and solves its own nursing problem. 


Identification of problems involves estimation of the needs for nursing service 
of all types, based on the geography, climate, health hazards, racial characteristics, 
vital statistics, economic resources, including available personnel and standards 
of education in the particular country. At the request of the First Expert Committee 
on Nursing, Margaret G. Arnstein prepared a Guide for National Studies of Nursing’ 
Resources.’ It would be a step forward if each country were to make a study of its 
nursing resources to use as a blueprint for its future plans. 


Following on such a study an appraisal of the adequacy of existing services 
might be undertaken—showing quality as well as quantity. No more courageous 
study of this kind has ever been made than the Report on practices in Schools of 
Nursing in 1949 based on a survey by the Sub-Committee on School Data Analysis 
of the National Committee for the Improvement of Nursing Services. In this 
survey, which was published under the title Nursing Schools at the Mid-Century 
(1950) by Margaret West and Christy Hawkins, about 97 per cent. of State accredited 
Schools of Nursing, giving basic programmes throughout the U.S.A., co-operated, 
and answered the questionnaire on the educational facilities offered in each school. 
Based on the results classification into three groups was voluntarily accepted. This 
classification quickly led to self-examination in each school and to improvement 
in nursing education. 


It is only as a result of clear-eyed, honest estimation of assets and goals 
that a programme for an advance in the quality of nursing education can be made. 
Until all the facts, good and bad, are known, curriculum planning will be academic 


' Bull. Wid Hith Org., Suppl. 7, 1953. 


2 Published by National Committee for the Improvement of Nursing Services, 1790, Broadway, 
New York. 
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rather than practical. Nor will it be possible to implement a curriculum without an 
adequately prepared staff. These are two aspects of the goal of better nursing 
education and each country must consider them together. 


As nurses become more and more an international confraternity, ready to 
practise their profession wherever they may be sent, or may find themselves, the 
problem of reciprocity arises and requires solution.’ The material for solving this 
and many other questions of practice can only be found in accurate knowledge of 


the standards in each country and the quality of the basic and post-basic programmes 
of nursing education. 


This Paper (and the Paper by Madame Hatinguais which follows) was presented to a 
Study Group on Basic Nursing Curriculum held in Brussels in November, 1955, under 


the auspices of the Regional Office for Europe of the World Health Organisation, 
and is re-printed here by courtesy of the WHO. 


QUELQUES OBSERVATIONS SUR LES 
PROGRAMMES DE FORMATION 
DE BASE DES INFIRMIERES 
Mile. G. B. CARTER, B.Sc., S.R.N., S.C.M. 

Réimprimé par la courtoisie de (Organisation Mondiale de la Santé 


Il y a trés peu de temps encore, les mots “ infirmiére” et “soins infirmiers ” 
évoquaient pour la plupart des gens, non moins que chez les infirmiéres, I‘idée de 
soins donnés a des personnes qui avaient la malchance d’étre alitées. Ce que 
disait Florence Nightingale avec sa perspicacité prophétique “ les hépitaux ne suffisent 
pas” passa inapergu, tant les médecins et les infirmiéres étaient fiers de leur habileté 
et de leur succés au cours de cette époque merveilleuse qui était dominée par les 
recherches de Pasteur et Lister et par l’avénement de l’anesthésie. 


Certes, la chirurgie ne pouvait tout faire. Un chirurgien anglais disait: “il 
y a trente-cing ans encore, tous les lits du Service de Cancer de !’H6pital du Middlesex 
étaient occupés par des cas inopérables; il n’y avait pour ainsi dire pas d’autres 
traitement qu’uve bonté presque surhumaine.” 


Maintenant, lentement et presque a4 contre coeur, car la bonté surhumaine est 
peut-étre plus aisée a pratiquer que cette perspicacité qui permet de voir 
Yensemble d’un étre humain sous tous ses aspects: mental, physique et social 
et qui, seule, donne les moyens d’aider le sujet 4 développer sa santé ou a la recouvrer 
lorsqu’il l’a perdue, nous commengons 4 comprendre que le but des soins infirmiers 
est la santé et non la maladie. La maladie est accidentelle, tandis que la santé est 
un des aspects de toute la personnalité humaine. De tout temps, la santé a été 
Pune des préoccupations premiéres de la collectivité. En effet, si les statistiques de 
morbidité et de mortalité sont défavorables, la collectivité, que ce soit la famille ou 
Etat, va 4 sa perte. Mais la collectivité n’a pas toujours compris comment obtenir 
la santé, et ce n’est que trés lentement que nous avons commencé 4 nous rendre 
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compte—bien que nous ayons de nombreuses catégories de personnel spécialisé dans 
les différentes activités curatives et préventives—que la maladie ne conimence 4 reculer 
que lorsque ces activités sont toutes orientées par le concept de la santé. Parmi les 
tuberculeux, certains mourront peut-étre (et quels soins infirmiers ne faudra-t-il pas 
leur donner! ), mais il y en a incontestablement davantage qui vivront si l’infirmiére 
voit en chacun de ceux dont elle s’occupe, une personne vivante qui doit étre rendue 
a la société, 4 ses enfants et 4 ses camarades de travail, ayant appris 4 vivre exempt 
de toute infection. 


Il semble qu’a la lumiére de ces remarques, il y ait deux points qui ressortent 
nettement et les réponses au questionnaire montrent que les écoles d’infirmiéres 
s’en rendent fort bien compte. En premier lieu, la responsabilité que doit assumer 
la profession d’infirmiére est celle de la santé: en d’autres termes, il faut donner 
une formation de base aux infirmiéres qui leur enseigne, au cours de leurs études, 
a incorporer l’idée de santé dans tout ce qu’elles apprennent a faire pour leurs malades. 
Il s’ensuit que linfirmiére doit étre consciente de |’état mental et de la condition 
sociale de son malade, tout autant que de ses besoins physiques. Du point de vue 
pratique, cela veut dire que les infirmiéres ne peuvent plus se permettre d’avoir une 
formation professionnelle stéréotypée, fondée sur la conception surannée de ce que 
l’on appelle “les soins généraux,” mais qu’elles doivent recevoir un enseignement 
qui les rende toutes capables de faire face aux maladies et aux besoins réels par- 
ticuliers a la société dans laquelle elles travaillent. Si un trés grand nombre d’individus 
souffrent de maladies mentales, il est du devoir de l’infirmiére de s’orienter vers les 
soins spéciaux qu’exigent ces états. Ce n’est pas chose facile. Cette conception du réle de 
linfirmiére exige que l’on adopte une attitude nouvelle 4 légard de celles qui se 
préparent a cette profession et que l’on ré-examine les principes de leur enseigne- 
ment. Les principes mémes de l’enseignement infirmier de base doivent faire l’objet 
de recherches continuelles; il faut les envisager avec un esprit ouvert et avec la 
volonté d’abandonner des traditions trés chéres et de ne pas se laisser abuser par de 
pures abstractions qui prétendent étre des vérités. 


Le second point est que la profession d’infirmiére doit bénéficier de l’aide de 
YEtat pour pouvoir remplir ses obligations, c’est-a-dire répondre a tous les besoins 
qui se manifestent en matiére de soins infirmiers. I] est remarquable de voir que 
dans tous les pays, on procéde 4 de nouvelles enquétes sur les services infirmiers 
et qu’on adopte de nouvelles lois. En Grande-Bretagne par exemple, la premiére 
loi sur les infirmiéres a été adoptée en 1919 et il n’y a pas un seul amendement 
pendant prés de 25 ans. De nouvelles lois ont été votées en 1943 et en 1949 et, sans 
aucun doute, il y en aura d’autres encore. L’une des raisons pour lesquelles les gouv- 
ernements s’intéressent de plus en plus aux services infirmiers tient 4 l’intervention de 
plus en plus grande des ministéres de l’instruction publique. I] ne fait aucun doute 
que si l’enseignement donné aux infirmiéres est la base méme de tous les services 
de santé d’un pays, l’enseignement infirmier doit faire partie de l'ensemble des 
moyens d’instruction fournis par |’Etat, tandis qu’il est tout aussi vrai que les in- 
firmiéres elles-mémes, tout comme les autorités sanitaires, doivent avoir une con- 
ception trés claire de ce que les infirmiéres ont besoin d’apprendre. Dans les pays 
qui possédent de bons services nationaux de la santé et ou les infirmiéres sont par 
conséquent devenues des employées de |’Etat, payées par le Ministére de la Santé, il 
est particuliérement souhaitable que les autorités scolaires et non l’employeur soient 
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responsables de la formation de base de ce personnel, aussi bien que de sa formation 
complémentaire, quelle que soit l’institution ot cette formation est dispensée. Les 
infirmiéres doivent nécessairement étre des éducatrices. Aucune branche des services 
sanitaires—pas méme les médecins—n’a un contact aussi continu et aussi vital avec 
les malades et les bien portants et l'une des obligations de l’enseignement infirmier 
de base devrait étre d’apprendre aux infirmiéres comment instruire leurs malades, 


non seulement par leur propre exemple, mais en sachant leur donner, trés simplement, 
les explications et l’encouragement nécessaires. 


Cependant les gouvernements ne prendront pas de mesures législatives tant 
que Vopinion publique ne sera pas préte. C’est donc a la profession d’infirmiére 
qu'il appartient d’instruire et d’informer opinion publique en utilisant tous les 
moyens dont elle dispose, y compris les éclaircissements donnés aux membres qui 
les représentent au parlement. De trés nombreuses critiques faites 4 l’adresse des 
infirmiéres et des services infirmiers sont le résultat d’une mauvaise information et 
il est bien rare que les infirmiéres sachent répondre de maniére eflicace a ces critiques ou 
méme exposer leurs buts de maniére convaincante. I] se peut que tout cela soit une 
question d’enseignement complémentaire, mais méme l’enseignement infirmier de 
base doit permettre aux éléves-infirmiéres de se rendre compte qu’elles vont étre 


les employées d’un service public. Une des premiéres obligations d’un bon employé 
est de bien informer son employeur. 


Il ressort de tout ce qui vient d’étre dit que puisque la santé est l’affaire de 
chaque membre de la collectivité, puisque chacun, d’un point de vue ou d’un autre, 
est un malade, il n’est pas possible 4 une seule catégorie du personnel infirmier de 
répondre a tous les besoins dans un domaine aussi vaste. Autrefois, les soins infirmiers 
étainet donnes par un groupe professionel que le premier Comité d’Experts des 
Soins infirmiers' dénomma “ infirmiéres” en appliquant ce terme aux seules per- 
sonnes qui, dans un pays donné, sont appelées a donner les genres de soins infirmiers 
qui requiérent au plus haut point du dévouement, des connaissances techniques 
étendues et le sens des responsabilités.” Les services des infirmiéres professionnelles 
n’ont jamais pu répondre qu’en partie aux besoins en soins infirmiers. Bien souvent, 
leurs services se sont révélés trop chers pour beaucoup de ceux qui en avaient le plus 
besoin. Aussi a-t-on vu apparaitre un personnel non officiel, non reconnu, dévoué, 
mais bien souvent dépourvu de formation, que l’on a appelé aides-infirmiéres, infirm- 
iéres auxiliaries, etc. C’est bien a contre coeur que les infirmiéres professionnelles ont 
été amenées 4 admettre ce personnel et encore plus a contre coeur qu’elles ont accepté 
de lui voir confier quelques responsabilités. Mais tout le domaine des soins infirmiers 
concerne la profession des infirmiéres et il est de leur devoir de veiller 4 ce que 
les malades regoivent tous les soins dont ils ont besoin. I] semble que ce probléme 
soit maintenant bien compris dans tous les pays. 


Les réponses données au questionnaire indiquent que trés nombreuses sont les 
infirmiéres auxiliaires 4 étre employées et que, dans la plupart des pays, leur formation 
professionnelle et leur reconnaissance officielle sont 4 étude. La préparation d’un 
personnel soignant de diverses catégories qui travaillera sous la direction de l’infirmiére 
professionnelle exige que l’on étudie la question des programmes d’enseignement et 
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qu’on fasse preuve d’une grande souplesse. Le deuxiéme' et le troisiéme’ Comités 
d’Experts des Soins infirmiers ont déclaré que la préparation aux fonctions de contrdle 
et de surveillance doit faire partie de l’enseignement de base de l’infirmiére profes- 
sionnelle. De méme que la répartition des taches et des fonctions entre les médecins 
et les infirmiéres a changé et change continuellement, de méme les rapports entre 
l’infirmiére professionnelle et les autres membres de l’équipe soignante doivent étre 
constamment re-examinés. C’est la une question sur laquelle s’accordent, peut-étre en 
principe, toutes les infirmiéres 4 T’echelon international, mais chaque pays doit 
nécessairement faire une enquéte sur ses propres ressources en hommes en en femmes, 
sur les taches 4 accomplir et le personnel disponible pour s’en charger, compte tenu 
du niveau d’instruction et d’intelligence des personnes qui désirent entrer dans la 
profession d’infirmiére. I] n’est pas possible d’établir des régles absolues quant aux 
fonctions a confier 4 chaque catégorie de personnel. II se peut, par exemple, que 1a ot 
on dispose d’un trés grand nombre de médecins, ceux-ci assument des taches déléguées 
aux infirmiéres dans les pays ou les médecins sont peu nombreux. L’important est 
que personne ne soit chargé d’obligations sans avoir acquis les compétences nécessaires. 


Un des résultats du développement considérable des services curatifs et d’hospi- 
talisation est la transformation de lécole d’infirmiéres indépendante, telle que 
Venvisageait Florence Nightingale, en Hépital-école qui manque de ressources qui 
lui soinet propres, tant du point de vue financier que pour l’enseignement. I] est 
impossible de ne pas reconnaitre que les infirmiéres elles-mémes ont manqué de 
perspicacité et d’une conception claire de leur travail en permettant cette transforma- 
tion bien qu’elles aient des circonstances atténuantes. 


La stagiaire de Florence Nightingale, méme si elle n’était qu“ apprentie”, était 
veritablement une éléve pendant l’année de ses études. En 1860, l’enseignement 
public n’existait pas encore et bien des candidates n’avaient qu’une instruction trés 


~ sommaire. Les méthodes d’enseignement mises au point 4 St. Thomas étaient bien 


adaptées 4 ce nouveau groupe de personnel infirmier. Les personnes qui avaient une 
bonne instruction se chargeaient d’aider celles qui en avaient moins, acquérant ainsi 
la pratique de l’enseignement et de la démonstration. Il faut aussi se rappeler que 
la femme instruite et compétente occupait trés rapidement a cette époque des postes 
comportant de grandes responsabilités. Aujourd’hui, nous avons un enseignement 
stéréotype. Les besoins toujours grandissants en personnel hospitalier, le gaspillage 
énorme d’éléves—question qui n’a jamais été bien comprise ni étudiée—ont 
amené une exploitation de ce personnel en cours de formation qui est probablement 
la plus intensive qu’ait jamais connue une catégorie de travailleurs. Les infirmiéres 
elles-mémes, les médecins et le public ont tous conspiré a se servir de l’éléve-infirmiére 
comme d’une employée. Ce qui est pire est que cette habitude a été rationalisée a 
tel point que la jeune fille qui veut devenir infirmiére, quelles que soient ses capacités, 
son intelligence et sa culture, est obligée de se soumettre 4 une longue période de 
formation qui se fonde sur une tradition et un besoin de main-d’oeuvre et nullement 
sur une détermination scientifique du temps nécessaire 4 la préparer convenablement 
a ses futures responsabilités. Les administrations hospitaliéres n’ont pas su davantage 
comment utiliser leurs infirmiéres qualifiées, et par trop souvent des infirmiéres 


' Org. Mond. Santé: Sér. Rapp. techn. 49 
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qualifiées et méme des infirmiéres-chefs ont eu des postes pour lesquels leurs études 
ne les avaient pas réellement bien préparées. I] est permis de se demander, maintenant, 
si quelques-unes des difficultés auxquelles se heurte la profession d’infirmiére ne sont 
pas dues peut-étre 4 une tendance trop générale 4 promouvoir les éléves qui sont 
a méme de résister a la ruée perpétuelle d’un hépital surchargé, et de venir 4 bout 
du travail qu’il y a a faire, plutét que la femme instruite, sensible et pondérée, qui 
cherche a servir au mieux ses malades et qui connait les raisons des soins qu’elle 
doit leur donner. Il ne fait aucun doute qu’un grand nombre d’infirmiéres sont 
perdues pour la profession du fait d’un sentiment de frustration et d’impuissance, 
plutét que d’un manque d’intérét pour le métier qu’elles ont désiré si ardemment. 


L’utilisation de l’employée-éléve-infirmiére dans les travaux de V’hépital a créé 
un probléme économique trés important. Une enquéte fait en 1953-54' dans le 
Royaume-Uni par la Nuffield Foundation a montré que 75% des soins infirmiers 
sont donnés par des infirmiéres en cours de formation professionnelle. On trouve 
des situations semblables dans d’autres pays et il serait intéressant d’obtenir des 
analyses du travail des infirmiéres hospitaliéres, en suivant dans ces pays les grandes 
lignes de l’enquéte Nuffield. II est trés difficile de prévoir comment mettre un terme a 
cet état de choses. Il y a deux maniéres d’aborder le probléme. I] faut que les 
infirmiéres, en toute occasion, répétent sans cesse au public, aux éléves et aux 
autorités, que léléve infirmiére doit étre traitée comme n‘importe quelle autre 
étudiante et que l’enseignement qu’on lui donne doit étre avant tout une éducation. 


Miss E. K. Russell de la University School of Nursing, de. Toronto, a fait 
véritablement oeuvre de pionnier a cet égard en expliquant a des générations d’infir- 
miéres venues de toutes les parties du monde, la différence entre une école d’infirmiéres 
indépendante qui est un éstablissement d’enseignement et |’hépital-école qui utilise 
la main d’oeuvre des éléves infirmiéres. I] serait possible d’obtenir des résultats 
importants, et peut-étre méme en trés peu de temps, si chaque école d’infirmiéres 
voulait bien énoncer pareillement son idéal. Ce qui, cependant, serait de loin le plus 
utile pour convertir les autorités hospitaliéres, publiques ou privées, serait d‘entre- 
prendre des recherches montrant que le théme actuel de formation, avec les mouve- 
ments considérables de personnel et l’énorme gaspillage de main-d’oeuvre qu’il im- 
plique, est économiquement trés défectueux. Les infirmiéres commencent a se soucier 
des questions de recherche et il y a la un vaste domaine a exploiter. Sans doute, les 
méthodes de recherche appartiennent au domaine de l’enseignement supérieur, mais 
l’enseignement infirmier de base devrait apprendre a l’infirmiére a savoir critiquer 
son propre travail et a voir en quoi il est possible de l’améliorer, tant du point de 
vue technique que du point de vue administratif. Ce genre de critique peut étre 
constructif et fructueux lorsque, par la suite, les éléves entrent dans l’administration 
ou l’enseigiement ou deviennent infirmiéres-soignantes. L’éléve infirmiére, compre- 
nant qu’elle fait partie d’un systéme que l’on ne peut changer en quelques minutes, 
est préte 4 ne pas ménager sa peine. Néanmoins, on peut déja lui faire entrevoir une 
meilleure fagon de faire bénéficier le malade des services d’infirmiéres et d’auxiliaires 
qualifiées, un systéme qui permettrait 4 l’éléve infirmiére d’apprendre son métier de 
la maniére la plus rapide et la plus efficace, par une coordination bien faite de la 
théorie et de la pratique. 


. zee Work of Nurses in Hospital Wards, Report of a Job-analysis, Nuffield Provincial Hospitals 
rust. 
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D’un autre point de vue aussi, l’enseignement donné a ’hépital ne fournit qu’une 
préparation insuffisante pour les grands domaines des soins préventifs et des 


soins spécialisés qui, avec les soins généraux, sont également la responsabilité de la 
profession d’infirmiére. 


Les réponses données au questionnaire montrent bien que les infirmiéres sont 
pleinement conscientes de ce probléme. Tant que les éléves infirmiéres devront faire 
un véritable travail de trois ou quatre années dans un service général, il sera fort 
difficile de dresser le plan d’un enseignement de base complet, ou de permettre a 


celles qui le désirent de se spécialiser soit 4 )’hépital, soit dans le domaine de la 
santé publique. 


De nombreux auteurs se rendent bien compte que pour répondre aux besoins de 
la profession, l’enseignement donné aux infirmiéres doit commencer par une prépara- 
tion de base, qui considére l’individu lui-méme en tant que personne possédant un 
corps et un esprit et faisant partie d’une collectivité. Aprés avoir établi les fondations, 
on peut permettre a l’éléve de se spécialiser et, pour finir, les chefs chargés de 
l’enseignement, de l’administration et de la recherche, doivent étre préparés par un 
enseignement spécial donné dans des universités ou d’autres institutions. Un point 
a examiner est de savoir si tout le personnel infirmier, quels que soient la formation, 
le niveau d’instruction et son réle futur, devrait avoir, en commun, son premier 
contact avec les malades. 


Tout ce que nous venons de dire s’applique aux soins infirmiers ow qu’ils soient 
pratiqués. Cependant, chaque pays a ses problémes propres et la profession d’infirmiére 
internationale n’est pas plus forte que son chainon le plus faible. Des progrés dans 
la conception et la pratique des soins infirmiers ne peuvent étre réalisés qu’au fur 


et 4 mesure que chaque pays détermine et résout son propre probléme des soins 
infirmiers. 


L’identification des problémes implique une évaluation des besoins en services 
infirmiers de tous genres, suivant les circonstances: géographie, climat, maladies qui 
prévalent, caractéristiques raciales, statistiques démographiques, ressources écono- 
miques, y compris le personnel disponible et niveau d’instruction dans le pays. A la 
demande du permier Comité d’Experts des soins infirmiers, Margaret G. Arnstein a 
préparé un Guide pour |’Etude des Ressources nationales en Personnel infirmier.' Un 
grand pas en avant pourrait étre fait si chaque pays faisait une enquéte sur ses 


ressources en personnel infirmier qui lui servirait de point de départ pour ses plans 
d’avenir. 


A la suite d’une étude de ce genre, on pourrait procéder 4 une évaluation des 
services existants qui porterait sur la qualité de ces services autant que sur leur 
nombre. Dans cet ordre d’idée, aucune étude plus courageuse n’a jamais été publiée 
que le Rapport sur les Méthodes suivies dans les Ecoles d’Infirmiéres (1949) qui se 
fondait sur les résultats de l’enquéte menée par le Sub-Committee on School Data 
Analysis of the National Committee for the Improvement of Nursing Services. Prés 
de 97 pour cent de toutes les écoles d’infirmiéres reconnues par l’Etat, on collaboré 
a cette enquéte—dont le rapport a été publié par Margaret West et Christy Hawkins 
* Bulletin de l’Organisation Mondiale de la Santé, Supplément 7, 1953. 
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sous le titre de “ Nursing Schools at the Mid-Century, 1950”'—en répondant a un 
questionnaire concernant les moyens d’enseignement offerts par chacune des écoles. 
La classification des écoles en trois groupes, d’aprés les données de cette enquéte, a 
été acceptée spontanément par les établissements et elle a amené trés rapidement les 
écoles 4 un examen de conscience et a4 une amélioration de l’enseignement infirmier. 


Un programme d’amélioration de la qualité de l’enseignement infirmier ne peut 
étre élaboré qu’a la suite d’une évaluation clairvoyante et honnéte des ressources 
existantes et des buts poursuivis. En effet, tant que tous les faits, bons ou mauvais, 
ne seront pas connus, la mise sur pied d’un programme d’enseignement aura néces- 
sairement un caractére académique -plutét que pratique et il ne sera pas possible 
d’appliquer ce programme sans avoir un personnel préparé de maniére appropriée. 
Ce sont la deux impératifs 4 observer pour améliorer l’enseignement infirmier et 
chaque pays doit les considérer en méme temps. 


Etant donné que les infirmiéres constituent de plus en plus une sorte de 
‘ confrérie ” internationale dont les membres sont préts a pratiquer leur profession 
partout ow ils sont envoyés et partout ow ils se trouvent, le probléme de la réciprocité 
se pose et demande a étre résolu. Les moyens de le résoudre et de répondre 4 beaucoup 
d’autres questions pratiques ne pourront étre trouvés que par la connaissance exacte 
des normes adoptées dans chaque pays et de la qualité des programmes d’enseigne- 
ment infirmier de base et de perfectionnement. 


' publié par: National Committee for the Improvement of Nursing Services, 1790, Broadway, 
New York. 


ROLE DE L’INFIRMIERE DANS 
L’ENSEIGNEMENT POUR UNE 
AMELIORATION DE LA VIE 


par Madame E. HATINGUAIS 


Inspectrice Générale de Education Nationale 
Directrice du Centre International d'Etudes Pédagogiques 


L’infirmiére au “ chevet du malade,” de l’infirme ou du blessé, contribuant avec 
le médecin a la guérison, luttant contre le mal, réparant les dés ordres, atténuant les 
souffrances, telle est l'image ancienne qui s’impose tout d’abord a l’esprit. Et pourtant 
Pévolution actuelle de notre conception des “soins infirmiers” tend 4 donner a 
Yinfirmiére quel que soit le lieu ot elle exerce (hépital, dispensaire, clinique, usine, 
maison privée) un double réle: 

(a) soigner effectivement 

(b) faire prendre conscience aux individus des conditions qu’ils doivent réaliser 


dans leur vie individuelle comme dans leur vie familiale pour maintenir ou recouvrer la 
meilleure santé physique et mentale possible. 


INTERNATIONAL Nursinc REVIEW 


I] est trés frappant de voir que le rapport du Comité d’Education du Conseil 
International des Infirmiéres, dans sa derniére edition de 1952, définit ainsi le 
“ nursing ” : 

“Dans sa conception la plus large ‘ nursing’ signifie conserver ou préserver la 

“vie, c’est-a-dire protéger et développer les forces vitales dans l’individu et dans 

“a race. Ceci implique l’entretien a la fois des énergies mentales et physiques et 

“le développement de la résistance et de la vigueur aussi bien chez les individus 

“sains et en période de croissance que chez les malades et les souffrants.” 


Et voila le champ d’action de linfirmiére singuliérement élargi : elle n’est plus 
uniquement celle qui panse les plaies, calme la fiévre, s’installe au chevet des malades, 
mais l’éducatrice, celle qui va prévenir les maux, accroitre les forces de défense, faire 
prendre conscience aux étres des responsabilités dont ils ont la charge, favoriser un 
complet épanouissement vital. Tout au long du chemin de la vie, se penchant non 
seulement vers les malades mais vers les méres, les enfants dans les écoles, les 
adolescents, les ouvriers des usines, les populations rurales, elle est celle qui les aidera 
a “ mieux vivre.” Son voile blanc ne signifiera plus seulement apaisement des souff- 
rances, mais lutte préventive contre la maladie, effort d’hygiéne sociale, espoir de 
mieux-étre. Certes, elle continuera 4 “ soigner” dans le sens le plus exclusif du mot 
avec toute la compétence technique qu’elle a acquise et toutes ses puissances de 


dévouement, mais elle ne perdra pas de vue que son domaine s’étend bien au-dela. 


Comme le proclame dans son article I le “ Code International de Déontologie de 
’'Infirmiére adopté au Brésil en 1953”: “L’Infirmiére a trois responsabilités essen- 
tielles: conserver la vie, soulager la souffrance, promouvoir la santé.” 


“ Educatrice Chargée de Promouvoir la Santé” c’est cette derniére partie du réle 
de l’infirmiére que nous souhaiterions étudier particuliérement aujourd’hui. 


Tout d’abord promouvoir la santé chez le MALADE lui-méme en faisant son 
éducation de malade. I] doit de toutes ses forces aider le médecin et prendre une part 
‘active 4 sa propre guérison: 4 l’infirmiére appartient de l’y disposer, de lui permettre 
’accepter le traitement, de se plier aux exigences médicales. Ceci est particuliérement 
nécessaire dans l’application des techniques de la médecine scientifique moderne. Le 
Dr. Boide, Directeur de l’'Hygiéne Publique en France, insiste sur cette idée dans 
un article paru dans la Revue de |‘Infirmiére et de l’Assistante Sociale: 


“Les thérapeutiques actuelles sont dans la majorité des cas plus actives, mais 
aussi plus dangereuses: l’innocuité des traitements exige une posologie précise qui 
nécessite des examens biologiques nombreux. Leur mise en oeuvre repose sur des 
techniques délicates, complexes, choquantes parfois. Leur surveillance entraine enfin 
des examens physiques, chimiques et biologiques répétés fréquemment et minutieuse- 
ment notés. Le contact Médecin-Malade qui est infiniment plus efficace que par le 
passé, développe une contre-partie regrettable: le malade a de plus en plus tendance 
a perdre son caractére d’homme, pour ne devenir aux yeux du médecin et de ses 
collaborateurs, qu’un “ dossier.” L’infirmiére d’aujourd’hui, qui doit étre une excel- 


lente technicienne, instruite et parfaitement au courant de l’application et de la 
surveillance de ces thérapeutiques, doit également connaitre ce danger et doubler le 
médecin dans son réle humain; sinon des désordres affectifs graves, d’inadaptation, de 
défiance et de crainte peuvent se développer chez le malade, entravant sa participation 
active a la guérison. 


ak 
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Nos esprits latins veulent comprendre et nos malades admettent difficilement 
qu’on leur impose des thérapeutiques compliquées et des régles de vie qui leur 
semblent draconiennes si on ne leur a pas expliqué le bien-fondé de ces ordonnances. 
Ces explications, les médecins les doivent et les donnent, mais souvent briévement, 
ou en les faisant parfois volontairement imprécises, si bien que les malades demeurent 
avec leur inquiétude et leur insatisfaction. Il faut que les infirmiéres connaissent ce 
probléme et en comprennent la gravité; il faut qu’a ’hépital, au dispensaire ou a 
domicile, elles soient capables de déceler les réactions psychiques de leur malade 
et d’intervenir au moment opportun pour empécher que des complexes s’établissent 
et viennent entraver la guérison; il faut qu’elles n’oublient jamais qu’une partie 
essentielle de leur réle est justement d’humaniser ces contacts et d’adapter person- 
nellement a chaque malade les régles scientifiques de la médecine actuelle. 


Tache délicate qui, si elle est entreprise avec intelligence, fera également 
Yéducation du malade chronique qui doit apprendre a lutter avec sa maladie, a 
ruser en quelque sorte avec elle, 4 déjouer les attaques brutales et qui a besoin 
qu’on lui enseigne son futur comportement. 


Qu’on lenseigne aussi 4 la famille: il ,appartient a l’infirmiére d’instruire suffi- 
samment les proches pour que le passage du lit d’hépital au foyer soit facilité, pour 
qu'il n’y ait pas ces coupures néfastes, ces brusques transplantations qui détruisent 
souvent l’effet des soins les plus éclairés. Education qui préservera aussi la famille, 
qui lui évitera des imprudences et corrigera les effets d’une bonne volonté aveugle 
et trop souvent nuisible. 


Si le malade a été amputé, sil a été atteint cruellement dans sa chair, le 
role éducateur de linfirmiére est plus nécessaire encore. Le médecin explique et 
passe, elle seule peut apprendre avec patience au malade et a son entourage, |’utili- 
sation des appareils, conseiller le mode de vie, favoriser la réadaptation parfois 
si douloureuse. 

Grace a elle, 4 ses conseils formulés en termes précis et clairs, le malade et sa 
famille peuvent, au sortir de ’hépital ou de la clinique, commencer une vie meilleure. 


Par suite de l’évolution de l’art médical, la mission du médecin s’est faite non 
seulement curative mais préventive. Un vaste domaine s’offre ici au role éducatif 
de linfirmiére. “Les réactions de l’individu devant les régles de la médecine pré- 
ventive sont parfois violentes; qu’elles soient du domaine de la médecine (vaccinations 
obligatoires, visites systématiques, etc) ou d’hygiéne (réglements sanitaires, problémes 
d’assainissement du milieu) les lois et réglements que la société élabore risquent 
d’apparaitre a ceux qui les comprennent mal comme une manifestation d’étatisme. 
L’individu se sent alors frustré de ses droits les plus stricts vis-a-vis de lui-méme, 
de ses enfants, de sa famille. La encore, l’infirmiére doit intervenir: 4 cété et avec 
le médecin et l’assistante sociale, elle doit démontrer le bien-fondé de notre législation, 
en faire comprendre l’esprit.” 


Elle doit également profiter de tous les contacts qu’offre a l’heure actuelle 
la médecine/sociale: elle ne se contentera pas de soigner de fagon immédiate la 
mére ou le nourrisson, elle indiquera les régles d’alimentation, les soins 4 donner. 
Elle se souciera de la nourriture, du logement de la famille; les cas qu’elle ne 
saura pas résoudre elle-méme, elle les dirigera vers |’Assistante Sociale, vers tous 
les “ travailleurs sociaux ” qui, formant une équipe, tentent d’améliorer les conditions 
de vie. Si elle est fixée 4 la campagne, elle combattra les préjugés qui maintiennent 
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une vie médiocre; a la ville, dans une usine, elle tentera de faire améliorer ’hygiéne 
du travail et peut-étre sera-t-elle un des nombreux “ experts ” choisis pour aider par 
leurs conseils et par leur exemple les peuples moins favorisés, 4 atteindre un degré 
de civilisation plus avancé. Partout elle luttera pour promouvoir la santé chez les 
bien-portants comme chez les malades. L’OMS I’a proclamé: “la possession du 
meilleur état de santé qu’il est capable d’atteindre constitue un des droits fondamentaux 
de l’étre humain quelles que soient sa race, sa religion, ses opinions politiques, sa 
condition économique et sociale.” 


Promouvoir la santé chez les bien-portants peut tout d’abord semble étrange. 
La santé n’est-elle pas un besoin naturel de l’individu normal. De fagon quasi- 
instinctive la nature ne répare-t-elle pas les bréches et ne tend-elle pas d’elle-méme 
a rétablir léquilibre détruit? Certes, il y a une tendance spontanée chez tout 
étre 4 “ persévérer ” dans son étre et 4 maintenir ses forces vitales, mais ceci né va 
pas sans une terrible sélection. Par ailleurs, les civilisations ont aidé homme a 
s’armer et lui ont appris 4 prévenir le mal, 4 le réduire par des moyens toujours 
plus nombreux et plus efficaces, elles l’ont éclairé dans le combat souvent sournois 
qu’il avait 4 livrer mais elles ont aussi ont aussi développé des besoins factices qui 
interviennent comme facteurs défavourables dans la lutte pour la santé. 


Ces besoins factices sont si impérieux qu’ils créent une seconde nature et qu’il 
est bien difficile de les calmer tant ils font partie de la vie moderne. Au premier 
plan, il faudrait indiquer le désir forcené de vitesse. Le rythme de la vie actuelle 
va s’accélérant sans cesse—non seulement on se déplace avec une rapidité foudroyante: 
trains, automobiles, avions dépassant les imaginations les plus audacieuses—mais 
on passe d’une occupation a une autre sans transition et de fagon vertigineuse. A 
peine un travail a-t-il succédé 4 un autre travail qu’on se précipite vers un soi-disant 
loisir, sans arrét, sans tréve, on va de l’avant plus vite, toujours plus vite, poussé 
par une sorte de malédiction. Les nerfs se tendent, puis faiblissent, le coeur 
s’essoufle 4 maintenir cette allure, se fatigue puis un jour s’arréte brusquement. 


Le goiit du changement vient encore renforcer les mauvais effets de ce rythme. 
La nécessité constante de “ varier,” sous peine de connaitre l’ennui, oblige 4 passer 
par chocs successifs d’une activité a une autre sans repos intermédiaire, sans 
adaptation. 


Pour des étres vite blasés, qui ne goiitent que le nouveau, le besoin d’une 
excitation constante se manifeste trés vite. I] faut atteindre un certain paroxysme 
de tous les sens. Vie dans les villes avec trop de bruit, trop de lumiére, trop de 
chaleur artificielle, qui desséche les poumons; heures de sommeil mal respectées et 
pendant les bréves haltes trop de changements brusques d’altitude, de baignades 
répétées, d’expositions trop longues au soleil. Abus des nourritures trop fortes, 
trop abondantes et pour beaucoup, godt de alcool, des stupéfiants qui étend sans 
cesse le domaine de l’ivrognerie, de la débauche et de tous les “ paradis artificiels.” 


Nous vivons au milieu de tout cela, nous éloignant sans cesse de la nature. Cet 
air confiné, cette bouscoulade, ces journées trop longues, ce surmenage intensif, nous 
apparaissent presque comme des conditions normales de vie. Nous nous laissons 
vacciner, nous courons chez le pharmacien dés la premiére douleur 4 la recherche 
de la “ spécialité” la plus récente, nos salles de bains se multiplient, nous tentons 
de lutter contre la misére et les taudis, mais les régles saines de ’hygiéne régissent- 
elles nos vies? Lair, la lumiére, le repos, nous apparaissent-ils comme les facteurs 
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essentiels de notre santé? Le besoin d’étre éclairé se fait sentir pour tous, méme pour 
ceux qui paraissent le mieux informés. I] y a une lutte en faveur de la santé publique 
a mener dans tous les milieux et 14 encore, le réle de l’infirmiére est grand. A l’école, a 
la colonie de vacances, au dispensaire, elle peut étre celle qui fait prendre des habi- 


tudes, qui informe 4 temps, qui instruit les jeunes générations, qui combat les forces 
dangereuses. 


EDUCATRICE, linfirmiére doit posséder les qualités d’une éducatrice et étre 
formée dans ce sens. 


} Quelles sont ces qualités? Avant tout, linfirmiére doit savoir se mettre a la 
place des autres et étre capable d’imaginer leurs sentiments et leurs réactions. Un 
grand sens psychologique inné, développé par la formation qui lui a été donnée, 


doit lui venir en aide pour comprendre ceux auxquels elle s’adresse et leur parler 
le langage qui leur convient. 


Les malades ont un comportement particulier qu’il importe de connaitre: 
s’adresser 4 eux brutalement, sans ménagement, de fagon péremptoire ne permet guére 
de les instruire 4 éviter leurs maux. I] faut de la prudence, beaucoup de tact, cette 
imagination du coeur qui pergoit les résonances intimes et devine les réticences et 
les pudeurs ombrageuses. Un malade est toujours un étre démuni qu’il faut traiter 
avec douceur tout en respectant infiniment sa dignité qu’il sent lui-méme atteinte par 
suite d’un amoindrissement physique. Toutes les heures ne sont pas bonnes pour 
V’éclairer, il y a celles ou il souffre trop, ’heure mauvaise du crépuscule, celle des visites 
manquées; une infirmiére ne doit pas choisir “ son ” moment mais celui de son malade. 


Cet enseignement demande beaucoup de patience et une volonté tenace d’atteindre le 
but poursuivi. 


Quant aux bien-portants qui sont le plus souvent des adultes, il faut, pour leur 
enseigner 4 améliorer leur santé et leur vie, que l’infirmiére agisse 14 aussi avec 
beaucoup de précautions. Moralise-t-elle, prend-elle un ton de sermonneur, on cesse 
bien vite de l’écouter. Elle ne peut partir que d’un cas concrét précis, en montrant 
les conséquences d’une mauvaise hygiéne ou d’une négligence prolongée. Elle doit se 
servir des méthodes actives qui demandent a ceux qui sont enseignés de prendre en 
charge leur propre formation. I] faut faire découvrir par celui qu’on veut instruire les 


causes et les conséquences et ne pas faire tout le travail 4 sa place. Précher d’exemple 
aussi en agissant plus qu’en parlant. 


Beaucoup de jeunes infirmiéres posséderont de fagon innée ce sens psychologique 
et pédagogique—forme dérivée de l’amour maternel—mais d’autres auront besoin 
d’étre guidées. I] importe donc dans l’étabiissement d’un programme de base de se 
soucier de faire acquérir des notions de cet ordre. 


A cété des connaissances techniques infiniment plus approfondies que par le 
passé on doit faire appel a des connaissances de psychologie, de sociologie, de 
statistique, de pédagogie; au programme déja trés vaste doivent venir s’ajouter 
d’autres données, mais ces données, loin d’alourdir le fardeau des connaissances, sont 
destinées a pénétrer l’ensemble d’un nouvel esprit. 


Connaitre les autres, se connaitre soi-méme afin d’assurer un bon contact ne 
s’apprend pas en quelques lecons. I] sera donc nécessaire que les futures infirmiéres 
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suivent un cours de psychologie pendant tout le temps de leur préparation. Ce cours 
devra étre aussi concret que possible, fait par quelqu’un connaissant a la fois la 
profession et la psychologie, capable d’attirer l’attention sur le comportement particu- 
lier du malade et du bien-portant, de l’enfant et du vieillard, de l'enfant privé de mére, 
du diminué physique. La psychologie des ages, des sexes, devra retenir l’attention et 
aussi l’étude des meilleurs moyens de convaincre et de faire agréer. Les infirmiéres 
seront appelées non a “ reciter un cours ” mais a chercher autour d’elles des exemples 
illustrant les cas analysés. I] faudra aiguiser leur esprit d’observation et les guérir en 
méme temps de toute fausse honte, de tout complexe vis-a-vis d’elles-mémes afin 
qu’elles puissent intervenir efficacement. 


Des données de sociologie leur seront également nécessaires. I] faudra leur 
indiquer la différence entre les réactions d’un groupe et les réactions individuelles. 
Ayant affaire 4 des milieux trés différents, il sera bon qu’elles connaissent la 
constitution différente de ces milieux, la maniére dont ils se sont constitués, les con- 
ditions économiques et sociales qui les régissent. Le siége des occupations d’une 
infirmiére est-il une banlieue ouvriére, une clinique de Passy, un centre de travailleurs 
Nord-Africains, comment ne pas lui montrer la nécessité de se documenter sur ces 
milieux si différents ? 

De méme, une initiation aux différentes méthodes d’enseignement devra con- 
stituer une partie obligatoire de son programme. Comme, presque involontairement, 
chacun enseigne de la maniére dont il a été enseigné, il est nécessaire que toutes 
les écoles d’infirmiéres pratiquent les méthodes actives; étude du cas concret- 
documentation personnelle—analyses partant d’observations—synthéses groupant 
des éléments recueillis par chaque éléve. I] faut pouvoir convaincre les médecins 
et surtout les monitrices d’employer ces méthodes qui, petit 4 petit, s’imposeront 
a l’esprit de toutes les infirmiéres. 


Enfin, il faut par ’'atmosphére méme, créer dans chaque école, développer chez 
les futures infirmiéres une vocation enseignante. On enseigne non seulement ce 
qu’on a appris mais ce qu’on “ est,” c’est toute la formation intellectuelle et morale 
qui est en cause dans la formation d’une véritable éducatrice. 


Voila une partie des problémes qui se posent 4 nous 4 l’heure actuelle: 

1. Comment concilier la possibilité d’une formation plus humaine, plus 
psychologique et plus pédagogique qui fera d’une infirmiére une éducatrice, avec les 
grandes exigences techniques actuelles ? 


2. Faut-il réserver cette formation 4 une élite spécialement douée pour l’enseigne- 
ment ou donner des principes de base a toutes ? 


3. Comment cet enseignement doit-il étre dispensé et ne doit-on pas inciter les 
infirmiéres 4 poursuivre cette formation pendant toute leur vie? Dans ce cas, quels 
sont les moyens les plus efficaces de les grouper et de poursuivre leur initiation ? 


Ces problémes, les Journées de Bruxelles vont les étudier et chercher les meilleures 
solutions. Si vous avez souhaité qu’une “ enseignante ” vous assiste, c’est sans doute 
pour qu’elle vous communique les résultats de son expérience dans un domaine voisin. 
C’est surtout parce que la formation physique, la formation intellectuelle, la formation 
morale sont étroitement liées et que, dans notre monde moderne, un épanouissement 
de la santé est infiniment désirable et vaut qu’on mobilise toutes les forces pour y 
atteindre. 


: 
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ROLE OF THE NURSE IN EDUCATION 
FOR IMPROVED LIVING 
by 
MADAME E. HATINGUAIS 


Director, Centre for International Studies, Sévres, France 


The nurse, standing by the bedside of the sick, the weak or the wounded, taking 
part along with the doctor in their recovery, fighting against disease, curing disorders, 
lessening suffering, such is the out-dated picture which immediately comes to our mind. 
And yet the present evolution of our conception of nursing care tends to give the nurse 


in whatever place she may work (hospital, dispensary, nursing home, factory, private 
home) a two-fold mission: 


(a) that of giving effective nursing care to the sick 


(b) that of making individuals aware of the conditions they must reach in their 
individual lives, as well as in their family life, to maintain or recover the best possible 
physical and mental health. 


It is very striking to see that the report of the Education Committee of the Inter- 
national Council of Nurses, in its latest edition in 1952, defines nursing as follows: 


“In its widest conception, ‘nursing’ means keeping or preserving life, that is to 
say protecting and developing the vital forces in the individual and in the nation. 
This implies maintaining both physical and mental energies and developing 


resistance and strength in healthy and growing individuals, as well as in the sick 
and the suffering.” 


Thus the nurses’s field of action has been enlarged to a remarkable extent: she is 
no longer only someone who nurses wounds, soothes the feverish, sits by the bedside 
of the sick, but an educator who prevents sickness, increases the ability to resist it, 
makes individuals become aware of the responsibilities which fall upon them, and 
promotes a complete vital development. All along the path of life, caring not only for 
patients but also for mothers, school-children, adolescents, factory workers, in cities 
and in rural communities, she is the one who will help them to live in a better way. 
Her uniform will no longer mean the relieving of suffering only, but it will also 
symbolise a preventive fight against illness, an effort in the field of social hygiene, the 
hope of a greater degree of comfort. Indeed, she will go on ‘ nursing’ in the most 
exclusive sense of the word, with all the technical ability she has acquired and with 
all her riches of devotion, but she will not lose sight of the fact that her field of action 
stretches much further beyond. 


As the “ International Code of Nursing Ethics” adopted in Brazil in 1953, pro- 
claims in its first article: “ The fundamental responsibility of the Nurse is threefold: 
to conserve life, to alleviate suffering and to promote health.” 


“ An educator entrusted with the mission of promoting health ”—it is this last 
aspect of the role of the nurse which we would like to study particularly, today. 
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First of all, to promote health in the patient himself, by giving him the education 
he needs as a sick person. He must help the doctor with all his might, and take 
an active part in his own recovery. It rests with the nurse to prepare him for this, 
to enable him to accept the treatment, to submit to medical requirements. This 
is particularly necessary when the technique of modern scientific medicine is applied. 
Dr. Boide, Director of Public Hygiene in France insists on this idea in an article 
published in “‘ The Nurse’s and Social Worker’s Magazine ”: — 


“ Modern therapeutics are in most cases more active but also more dangerous: 
the innocuousness of treatments demands a precise posology requiring numerous 
biological examinations. Their carrying into effect rests on tricky, complicated, and at 
times unacceptable techniques. Their control finally entails frequent physical, chemical 
and biological examinations, which must be carefully recorded. The relation between 
physician and patient which is infinitely more effective than in the past, develops 
an unfortunate counterpart: the patient is more and more inclined to lose his person- 
ality as a man, and to become a mere ‘file’ in the eyes of the doctor and his fellow 
workers. Nowadays the nurse who should be an excellent technician, educated and 
thoroughly conversant with the application and the control of these therapeutics, must 
likewise be aware of this danger, and act as substitute for the doctor in this, his 
humane role; otherwise, serious emotional disorders, inadaptation, distrust and fear, 
may develop in the patient, hindering active participation in his recovery. _ 


“Our Latin minds want to understand, and our patients do not easily admit 
that one should impose upon them complicated therapeutics and rules of living 
which seem to them Draconian, when they have not had explained the cogency of 
these prescriptions. Doctors owe these explanations, and they give them, but often 
briefly, or sometimes making them intentionally vague, so that the patients still 
nurture their anxiety and discontent. Nurses should know this problem and under- 
stand its seriousness; in the hospital, at the clinic or at home, they must be able 


“to detect the physical reactions of their patient and to step in at the right time, in 


order to prevent complexes from setting in and hindering recovery; they must never 
forget that an essential aspect of their role is to humanize these contacts, and to 
adapt personally to every patient the scientific rules of modern medicine.” 


A delicate task which, if cleverly undertaken, will also educate the chronic 
patient who must learn how to fight against disease, to avoid it, as it were, to 
outwit the brutal attacks and who needs to be taught this too; it rests upon the 
nurse to educate the patient’s near relatives sufficiently, in order to facilitate the 
transition from the hospital bed to the home, so that there will be no harmful gaps, 
no sudden transplantings which often destroy the result of the most enlightened care. 
This education will also protect the family, it will prevent them from acting un- 


wisely, and correct the effects of intentions which while good, are nevertheless blind 
and too often harmful. 


If the patient has had an amputation or has been badly wounded the educational 
role of the nurse is still more necessary. The doctor explains and goes his way, she 
alone can patiently teach the patient and his family the utilization of the artificial 
equipment, give advice concerning the way of living, and promote a readaptation which 
often proves so painful. 
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Thanks to her and to her precisely and clearly formulated advice, the patient 
and his family, on leaving the hospital or the nursing home, can begin a better life. 


As a result of the evolution of medical art, the doctor’s mission has become 
not only curative but preventive. Here a wide field offers itself to the educational 
role of the nurse. “The reactions of the individual before the rules of preventive 
medicine are sometimes violent; be it in the field of medicine (compulsory vac- 
cinations, systematic visits, etc.) or of hygiene (sanitary rules, problems of sanitation), 
the laws and rules which society elaborates, may appear to those who misunderstand 
them, as a manifestation of state control. The individual feels that his most important 
rights, as well as those of his children and family, are being denied. There again, 
the nurse has to step in: on the side of and in co-operation with the doctor and 
the social worker, she must demonstrate the use of such legislation and make its 
meaning understood.” 


Likewise she must take advantage of all the contacts which social medicine 
offers nowadays. She will not be satisfied with taking immediate care of the 
mother or the infant, she will point out the rules of feeding, the care to be given. 
She will concern herself with the food and the lodging of the family; as for the 
cases she is not able to handle herself, she will pass them on to the Social Worker, 
to one of those social workers who, as a team, endeavour to improve the living 
conditions of people. If she is working in the country, she will fight prejudices 
which tend to maintain a mediocre standard of living. In the cities, in the factory, 
she will try to improve working conditions, and she may be one of the many “ experts ” 
chosen to help, through their advice and example, underdeveloped countries reach 
a higher standard of civilization. She will fight everywhere to promote health 
among the healthy, as well as among the sick. As the World Health Organization 
(WHO) has proclaimed it: “ To possess the best state of health it is possible to attain, 
constitutes one of the fundamental rights of the human being, whatever his race, 
his religion, his political opinions, his economical or social status.” 


To promote health among the healthy may seem strange at first. Is not health 
a natural need for a normal individual? Does not nature almost instinctively 
mend gaps, and does it not tend of itself to restore the lost balance ? Indeed in every 
human being there is a natural tendency to preserve one’s well-being and to maintain 
one’s natural forces. On the other hand civilisation has helped man to arm himself, it 
has taught him to prevent disease, to overcome it through means growing ever more 
numerous and more effective, it has enlightened him in the often difficult fight he has 
to wage; it has also fostered artificial needs which act against it in the fight for health. 


These artificial needs are so pressing that they create a second nature, and 
it is very difficult to allay them, linked as they are to modern life. First and fore- 
most, one must point out the frantic desire for speed. The rhythm of modern life 
is becoming faster every minute—one not only moves about at a terrifying speed: 
trains, cars, planes, beyond the most daring imagination—but one also passes 
bewilderingly from one occupation to another without any pause. No sooner has one 
job followed another, than one rushes to enjoy a so-called relaxation; unceasingly, 
without a stop, one goes forward faster, always faster, impelled as it were by a kind 
of curse. Nerves become taut, then grow weaker, the heart strains to keep this 
pace, becomes tired, and then one day suddenly stops. 


‘ 
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The love of constant change further increases the bad effects of the accelerated 
rhythm. The constant need for “variety” to avoid getting bored, compels one to 
pass from one activity to another, through a succession of shocks, without any rest 
or time for adaptation. Individuals who easily become “ blasé,” and enjoy but what 
is new, soon manifest the need for constant excitement. A certain paroxysm of all 
their senses has to be reached. City life with too much noise, too much light, too 
much artificial heating harmful to the lungs, irregular hours of sleep, and during 
brief breaks too many sudden changes of altitude, too much swimming, too much 
sun-bathing. The excess of rich and over-abundant food, and for many, an appetite 


for alcohol and drugs which continuously widens the realm of drunkenness, dissolute 
living and all “ artificial paradises.” 


We live in the midst of all this, constantly drawing away from nature. This 
confined atmosphere, this hustle, these overfilled days, this intense overwork, almost 
seem to us normal conditions of living. We let ourselves be inoculated, we rush to 
the nearest chemist for the latest “ patent medicine ” as soon as we experience pain, 
the number of our bathrooms increases, we endeavour to fight against poverty and 
slums, but do the health rules of hygiene regulate our lives? Do fresh air, light, 
rest, seem to us the essential factors for our health? The need to be enlightened 
is felt by all, even by those who seem to be best informed. There is a fight in 
favour of public health to be waged in all social classes, and there again, great 
is the role of the nurse. At school, in holiday camps, at the dispensary, she can be 
the one who makes people contract good habits, who warns in time, who educates 
the young generation, and who fights dangerous influences. 


As an educator, the nurse must have the characteristic qualities of an 
educator and be trained in that direction. 


What are these qualities ? First and foremost, the nurse must know how to 
step as it were into other people’s shoes and be able to imagine their feelings and 
reactions. A deep innate sense of psychology, developed by the training she has 
received, must help her to understand those she comes into contact with, and speak to 
them the language which suits them. 


The sick have a special behaviour which it is essential to understand. To speak 
harshly and bluntly to them in a peremptory way, hardly enables: one to teach 
them how to avoid suffering. Caution is required as well as great tactfulness and 
that imagination of the heart which detects intimate vibrations and surmises reticence, 
and easily offended modesty. A sick person is always a defenceless being who must 
be treated with gentleness, while greatly respecting his dignity which he feels is 
undermined by physical weakness. Not all times are suitable for helping him; there 
are moments when he suffers too much, especially towards dusk, when he feels 
frustrated because friends have not come to visit him. A nurse must not choose 
“her ” time, but that of her patient. This education requires much patience and a 
persistent will to achieve the pursued aim. 


As for the healthy, there again the nurse must act with great care to show them 
how to improve their health and way of living. If she speaks in a moralizing and 
preaching way, one soon stops listening to her. She can only start from a precise and 
concrete case, showing the consequences of bad hygiene and prolonged carelessness. 


| 


2 
Miss M. I. LAMBIE, C.B.E., and the Executive Secretary, ICN, on the occasion of the Executive 
Secretary's visit to Wellington, New Zealand. 
de 


May 1956 33 


She must use active methods which compel those who are taught to take the respon- 
sibility of. their own training. The individual whom she wishes to educate must be 
made to discover both cause and effect, as he also has to do his share of the work. One 
must also practise what one preaches, actions are more necessary than words. 


Many young nurses are naturally endowed with this psychological and peda- 
gogical sense which is a derived form of mother’s love, but others will need guidance. 


It is therefore essential while outlining a basic programme, to stress the importance 
of acquiring such notions, 


Together with a technical knowledge infinitely more thorough than in the past, 
a knowledge of psychology, sociology, statistics, pedagogy should be required; to 
a curriculum already very wide, must be added other data, but this data, far from 


making heavier the burden of knowledge, is intended to permeate the whole with a 
new spirit. 


How to know others, how to know oneself, so that human contacts should be 
fruitful, is not learnt in a few lessons. It will therefore be necessary for the future. 
nurses, during their training period, to attend a course in psychology. This course 
must be as concrete as possible, and should be taught by someone who has a 
knowledge of the nursing profession as well as of psychology, and is able to draw the 
attention of the students to the special behaviour of the sick and the healthy, the 
young and the old, the motherless child and the physically handicapped. Their 
attention will be drawn to the psychology of the different age-levels and sexes, as 
well as to the study of the different means of convincing people and making them 
accept. The nurses will not have “to recite a lesson,” but they will have to look 
around for examples illustrating the cases that have been analysed. It will be 
necessary to sharpen their sense of observation and to cure them at the same time of 


all self-consciousness, all personal complexes, so that they may act in an effective 
way. 


A knowledge of sociology will also be necessary. They will be shown the 
difference between group reactions and individual reactions. As they have to deal 
with different social groups, it will be good for them to know the different constitu- 
tion of these groups, how they were constituted, the economic and social cona:uuns 
which regulate them. If the nurse’s place of work is a working-class suburb, a 
Passy clinic, a centre for North African workmen, should she not be shown 


the necessity of gathering documentary evidence on these widely different social 
“ milieux ” ? 


In the same way, an initiation in the different teaching methods will constitute 
a compulsory part of her programme. As, almost involuntarily, every one teaches 
as one has been taught, it is necessary that all nursing schools should apply active 
methods: study of the concrete case, personal documentation, analysis based on 
observation, syntheses grouping the elements gathered by each student. Doctors, 
and especially nursing instructors, must be induced to use these methods which 
gradually will force themselves upon all nurses. 


Finally, by means of the very atmosphere, one must create in every school 
and develop in the future nurses, a teaching vocation, One teaches what one has 
c 
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learnt, but one also teaches what one “is.” The entire intellectual and moral 
formation has to be taken into consideration in the making of a true educator. 


Here are some of the problems which claim our atttention at the present time: 


1. How to reconcile the possibility of a more humane, more psychological, and 
more pedagogical training which shall make of a nurse an educator, seeing the 
great technical demands of today ? 


2. Must this training be reserved to an élite especially gifted for teaching, or 
must basic principles be given to all of them ? 


3. How should this teaching be done, and should not the nurses be urged to continue 
this training during their whole lives? In this case, what are the most effective 
means of grouping them and of carrying on their initiation ? 


These problems will be studied at the Brussels Conference, and the best solutions 
will be sought. If you have wished to be helped by a member of the teaching 
profession, it is doubtless in order that she should share with you the results of 
her experience in a field of work close to yours. But it is mostly because the physical 
training, the intellectual training and the moral training, are intimately linked, 
and because, in our modern world, the promotion of health is greatly to be desired 
and worthy of the mustering of all our energies to attain it. 


BERICHT UBER EINE STUDIENREISF 
DURCH DIE SCHWEIZ, ENGLAND, SCHOTT- 
LAND, SCHWEDEN UND FINNLAND 


VON OBERIN RUTH ELSTER 
*Reprinted by courtesy of the Editor of “ Die Agnes Karll-Schwester ”. 


Im Herbst 1954 erhielt ich von dem Innenministerium in Bonn—Abteilung 
Gesundheitswesen—die Nachricht, dass ich von der Weltgesundheitsorganisation 
(WHO) in Genf fiir ein Auslandsstipendium vorgeschlagen sei. Ich solle der WHO 
mitteilen, auf welche Fragen ich meine Studien konzentrieren wolle und ob ich nach 
Belgien, England oder Schweden reisen méchte. Ich bat, in England oder Schweden 
vorwiegend die Ausbildung von Schwesternschiilerinnen, die Fortbildung der ausge- 
bildeten Schwestern und den Aufbau der Schwesternschaften studieren zu diirfen. 
Etwa 14 Tage spater erhielt ich von Genf die Nachricht, dass fiir mich ein dreimona- 
tiges Stipendium bewilligt sei zum Studium der von mir angegebenen Dinge, in der 
Schweiz (2 Wochen), in Grossbritannien (5 Wochen), in Schweden (3 Wochen) und 
in Finnland (3 Wochen). Der Reisetermin wurde auf den 5.9.1955 festgelegt. Wie 
gliicklich ich iiber diese Nachricht war, kann man sich gewiss vorstellen ! 


Ehe ich iiber meine Reise berichte, sei es mir gestattet, auch an dieser Stelle 
noch einmal der Weltgesundheitsorganisation fiir die Bewilligung meines Stipendiums 
und fiir die grossziigige Finanzierung zu danken. Dank gebiihrt aber auch unserer 
Prasidentin, dass sie mich fiir diese drei Monate beurlaubte, obwohl ich gerade erst 
einen Monat zuvor zur Mitarbeit zu ihr nach Hannover gekommen war. Und danken 
mochte ich auch all den Persénlichkeiten, die ich auf meiner Reise besuchen durfte, 


Py 
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und die viel Zeit opferten, um mit mir alle Fragen und Probleme durchzusprechen. 
Diese Studienreise hat mir personlich unendlich viel gegeben und hat mir Anregungen 
geschenkt und Moglichkeiten gezeigt, die ich gerade jetzt in meiner neuen Tatigkeit 
in Anwendung bringen zu konnen glaube. Ich betrachte dieses Stipendium aber 
nicht nur als ein Geschenk fiir mich personlich, sondern auch als ein Geschenk fiir 
unsere Schwesternschaft. Immer wieder habe ich im Ausland betont, dass ich als 
Vertreterin des Agnes Karll-Verbandes diese Reise machen diirfe. 

Noch eines méchte ich meinem Bericht vorausschicken. Es ware absolut falsch, 
zu denken, von der WHO wiirde erwartet, dass man alles, was man auf einer Studien- 
reise gehért und geschen hat, im eigenen Land einfiihren solle. Im Gegenteil ! Von 
der WHO wird immer wieder betont, dass man sehr kritisch und abwagend iiberlegen 
miisse, was von dem Erlebten fiir das eigene Land passe, und ob man es in derselben 
Art oder abgeandert tun miisse. Man kann nicht einfach etwas von einem Land auf 
das andere iibertragen. Andererseits soll man sich Neuerungen nicht einfach ver- 
schliessen und es ablehnen, die Dinge zu itibernehmen, die im Ausland ausprobiert 
und als gut befunden worden sind. Durch ein Stipendium soll man Vergleichsméglich- 
keiten und Anregungen bekommen, man soll mit erfahrenen Persénlichkeiten im Aus- 
land Fragen und Probleme diskutieren, und man soll sich davon iiberzeugen, wie 
man dort mit den gleichen Schwierigkeiten fertig geworden ist. Dadurch sieht 
man die Probleme im eigenen Land vielleicht von einer ganz anderen Warte, und 
es tun sich einem unter Umstanden neue Moglichkeiten zur Lésung auf. Ich kann 
nur sagen, dass ich fiir jeden einzelnen Tag dieser Studienreise von Herzen dankbar 
bin. 

Und nun lassen Sie mich von der Reise erzahlen. Beginnen muss ich damit, wie 
wunderbar alles vorbereitet und organisiert war. Um nichts brauchte ich mich selbst 
zu kiimmern! Ende August erhielt ich von einem Reisebiiro die Nachricht, es sei 
von der WHO beauftragt worden, mir fiir die ganze Reise eine Flugkarte auszustellen. 
Falls ich es aber vorziehen wiirde, per Bahn und Schiff zu reisen, méchte ich das 
mitteilen. Nur eine einzige Minute besann ich mich, da mir mein stiirmischer Flug 
von Amsterdam nach Stuttgart auf der Riickreise von Brasilien im Dezember letzten 
Jahres noch in “ guter ” Erinnerung war. Bei Sturm ist nun aber auch eine Seereise 
nicht gerade angenehm und wiirde viel langer als ein Flug dauern, also entschied 
ich mich fiir das Fliegen. Zwei Tage spater erhielt ich die Flugkarte Hannover— 
Stuttgart—Genf—London—Stockholm—Helsinki—Hannover und dazu ein Heft mit 
Reiseschecks fiir den ersten Monat. Am 31.8.1955 flog ich um 11 Uhr in Hannover 
ab mit dem ersten Reiseziel Stuttgart, wo ich zur Mitgliederversammlung erwartet 
wurde. Mein treuer Begleiter war wieder “ Vomex A.” Aber auf der ganzen Reise 
habe ich nicht eine Tablette genommen, denn man hatte mir namlich erklart, die 
Wirkung aller Tabletten gegen Luftkrankheit beruhe nur auf Einbildung! Davon 
wollte ich mich iiberzeugen—und muss gestehen, dass ich tatsachlich auch ohne 
Tabletten nicht luftkrank geworden bin, obwohl es manchmal recht windig war und 
das Flugzeug “ siisse kleine Spriinge” machte. Ist es nicht eine Tiicke des Objekts, 
dass es immer dann etwas unbehaglich wurde, wenn gerade die késtlich zubereiteten 
Mahlzeiten serviert werden sollten oder waren? Der Appetit vergeht einem dann 
doch etwas und mit einem wehmiitigen Blick auf die Leckerbissen verzichtet man 
vorsichtshalber dann doch lieber darauf. Nun denke man aber ja nicht, dass ich nur 
schlechtes Reisewetter gehabt hatte. So war es nicht, nur die Fliige von Hannover 
nach Stuttgart, von Stuttgart nach Genf und von London nach Stockholm waren 
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streckenweise nicht ganz angenehm. Dagegen waren die Fliige von Ziirich nach Lon- 
don und von Stockholm nach Helsinki mit die schénsten, die ich erlebt habe. 


Ich bin in Zivil gereist und hatte die Tracht gar nicht mit. Unser neues, kleines 
AKV-Abzeichen war gerade geschaffen worden, und das habe ich am Kostiim oder 
am Mantel getragen. Dass man mich dadurch als Schwester und als Mitglied des 
Agnes Karll-Verbandes erkannt hat, beweist folgende kleine Episode: eine unserer 
wiirttembergischen Schwestern besucht ausserhalb Stockholms eine Krankenpflege- 
schule. Da diese Schwester krank war, konnte sie die Fahrt nach Stockholm zur 
Besichtigung des modernen Siidstadt—Krankenhauses nicht mitmachen. Als ihre 
Kameradinnen nach Haus kamen, erzahlten sie dieser Schwester, bei der Fiihrung 
durch das Krankenhaus in Stockholm sei auch eine deutsche Schwester dabei gewesen, 
die dasselbe Abzeichen getragen habe wie sie. Und Schwester Irmgard fragte bei 
mir an, ob ich es gewesen sei, da sie wusste, dass ich in Stockholm war. Und in 
Finnland, wo man Oberin Blunck gut kannte, wurde mir mehrmals gesagt: ach, Sie 
gehéren zur BO! Es passierte aber auch Ofter, dass ich in den verschiedenen 
Landern gefragt wurde, ob wir uns in Deutschland auch umstellen wiirden und zu 
Tagungen und Veranstaltungen im Ausland in Zivil reisen wiirden, wie es Sitte in 
allen anderen Landern sei. 


Mit Ausnahme der deutschen Schweiz habe ich mich in den ganzen Wochen nur 
in englischer Sprache unterhalten. Nur bei privaten Besuchen in Schweden und in 
Finnland haben wir gelegentlich versucht, deutsch zu sprechen, meist endete die Unter- 
haltung dann aber doch wieder in englisch. Sehr bedauert habe ich, dass ich weder 
in Schweden noch in Finnland die Landessprache beherrschte, denn dadurch geht 
einem viel verloren. In den Geschaften spricht man auch nicht iiberall deutsch oder 
englisch, und ich kénnte so manches nette kleine Erlebnis erzihlen von meinen Ein- 
kaufen. Kostlich ist es, wie die Umstehenden alle helfen wollen, wenn man einer 
Verkauferin nicht gleich verstandlich machen kann, was man haben mochte; es gibt 
- dann fast einen kleinen Menschenauflauf um einen herum, und die ganze Gesellschaft 
strahlt, wenn man das Gewiinschte endlich in Handen halt. Gliicklich war ich immer, 
wenn das, was ich kaufen wollte, auf dem Ladentisch ausgelegt war, dann brauchte 
ich doch nur wie ein Kind darauf zuzusteuern und energisch mit dem Finger darauf- 
weisen, und jeder verstand, dass ich das gern haben wollte. Mit der Zeit wird man 
ganz gewandt und erfinderisch. 


Sehr angenehm war, dass die Quartiere fiir mich immer vorher besorgt waren. 
Kam ich in einem neuen Ort an, fand ich im Hotel einen Willkommensbrief vor, der 
dann auch das Programm fiir meinen Aufenthalt dort enthielt. Wie das Programm 
aussah, mussh ich Ihnen berichten. Es hiess z. B.: Am 9.9.1955 werden Sie im 
Krankenhaus . . . erwartet, Sie treffen dort Oberin . . . Benutzen Sie Strassenbahn 
Nr. .. . ab Hauptbahnhof, Fahrzeit betragt etwa 15 Minuten, usw. Musste ich mit der 
Bahn irgendwohin fahren, waren die Abfahrts- und Ankunftszeiten fiir die Hin- und 
Riickfahrt angegeben, wie ich zum Bahnhof kame, wer mich abholen wiirde, kurzum, 
an alles war immer gedacht worden und selbstverstandlich auch die Fahrkarten be- 
sorgt. In den grésseren Orten bekam ich bei der Ankunft Stadtpline, Verkehrsplane von 
Bussen und Untergrundbahnen, Prospekte usw ausgehandigt. Einfacher und bequemer 
konnte man es wirklich nicht haben. In London hatte ich eine “ Betreuerin ” vom Bri- 
tish Council, mit der ich staéndig in Verbindung war und die alles fiir mich erledigte. 
Sie sorgte auch dafiir, dass ich an Sonntagen oder in der Freizeit fiir irgendwelche 
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Besichtigungen eine Fiihrerin bekam, die mich begleiten und mir die Sehenswiirdig- 
keiten erklaren sollte. Alles wurde vom British Council fiir die Fiihrerin bezahlt, 


mir entstanden keinerlei Ausgaben dadurch. Uber soviel Fiirsorge war ich sehr 
begliickt und sehr dankbar. 


Wo bin ich nun auf der Reise iiberall gewesen ? In der Schweiz war ich zunachst 
in Genf und Lausanne, dann in Bern und Ziirich. In Genf habe ich die WHO, die 
Liga vom Roten Kreuz, den Schwesterriverband und vor allem die Schule Bon Secours 
besucht. Einen Tag war ich auch in Lausanne in der Schule La Source. Die Fahrt am 
Genfer See entlang bei sonnigem Wetter war herrlich, nur die Berge hielten sich 
versteckt, den Mont Blanc habe ich kein einziges Mal zu sehen bekommen. Auch 
wahrend meines Aufenthaltes in Bern sah ich keine Berge, was ich sehr bedauert habe, 
liebe ich die Berge doch so sehr. In Bern war ich beim Roten Kreuz, im Anna-Sailer- 
Haus, in dem Sauglingsheim Elfenau, in der Rotkreuz-Pflegerinnenschule Lindenhof 
und auf der Regierung. Um auch eine Heil-und Pflegeanstalt und die Ausbildung dort 
kennenzulernen, fuhr ich von Bern aus nach Minsingen. In Ziirich besuchte ich 
die Pflegerinnenschule, nahm im Schwesternhaus vom Roten Kreuz an einem Kranken- 
pflegeexamen teil, besuchte die Fortbildungsschule und das Kantonspital. Schwester 
Hedi Kronauer hatte freundlicherweise die Agnes Karll-Schwestern, die in der 
deutschen Schweiz arbeiten, fiir einen Nachmittag nach Ziirich eingeladen. Ich konnte 
etwa 20 von unseren Schwestern begriissen und mich mit ihnen iiber die Arbeit in 
der Schweiz unterhalten. Ich sah dann noch eine Wanderausstellung in Ullster, die 
der Werbung fiir den Schwesternberuf dienen soll. Es war mein letzter Tag in der 
Schweiz. Mit dem Schiff fuhren wir von Rapperswil nach Ziirich zuriick, dies war 
eine wunderschone Fahrt, und zum Abschied war die ganze Alpenkette sichtbar. 
Wir erlebten den Sonnenuntergang auf dem Boot und sahen ein herrliches Alpen- 
gliihen. 

In England war ich dreieinhalb Wochen in London, wo ich den Nationalen und 
den Internationalen Schwesternverband (ICN) besuchte, den General Nursing Council, 
The Royal College of Nursing, The Royal College of Midwives, The Queen’s Institute 
for District Nurses, St. Thomas’ Hospital, The London Hospital, St. Charles’ Hospital, 
St. Luke’s Hospital, The German Hospital, The City of London Maternity Hospital 
und die Heil- und Pflegeanstalt in Bexley. Mit den Oberinnen im Ministerium hatte 
ich ebenfalls Besprechungen, und 5 Tage war ich dann noch in einem Gesundheitsamt 
und habe von dort aus mit Fiirsorgerinnen und Gemeindeschwestern Besuche gemacht 
und Beratungsstellen besichtigt. Eine besondere Freude war es fiir mich, dass ich 


in London Miss Dreyer besuchen konnte, der ich wohl in erster Linie dieses Stipen- 
dium zu verdanken habe. 


Mein Studienprogramm sah keine Besuche und Besprechungen ‘am Wochenende 
vor, und so hatte ich den ganzen Sonnabend und Sonntag immer zur freien Verfiigung, 
und ich kann gar nicht alles aufzahlen, was ich unternommen und erlebt habe. Ich 
habe Museen, Theater und Konzerte besucht, ich war im Tower, in der St. Pauls 
Cathedrale, im Parlamentsgebaude, ich bin nach Eton, Windsor Castle und Hampton 
Court gefahren. Ich war sehr beschaftigt, und manchmal wusste ich nicht, was anstren- 
gender war: die Studien oder die vielen Besichtigungen ! Die Abende musste ich 
dann meist mit dem Ausarbeiten verbringen, da ich tagsiiber nur kurze Notizen 
gemacht hatte. Hiatte ich nicht jeden Tag ausfiihrlich aufgeschrieben, was ich gehort 
und gesehen hatte, hatte ich sicher gar nicht alles behalten konnen oder hatte etwas 


38 INTERNATIONAL Nursinc REVIEW 


verwechselt. Und ausserdem musste ich am Ende jeden Monats einen Bericht an die 
WHO senden, was ich an jedem Tag getan hatte, welche Einrichtungen ich besucht 
hatte, wen ich dort gesprochen hatte und welche Fragen diskutiert wurden. Nachdem 
ich nun die Reise beendet habe, muss ich einen zusammenfassenden Bericht in 
englischer Sprache schreiben, ausserdem wird erwartet, dass ich einen sehr ausfihr- 
lichen Bericht (méglichst in Buchform) in deutscher Sprache fiir die Regierung in 
Bonn, fiir die Krankenpflegeschulen, fiir alle interessierten Schwestern und fiir die 
WHO schreibe. Nach einem halben Jahr und nach zwei Jahren nochmals muss ich der 
WHO berichten, wie ich die Ergebnisse dieser Reise auswerten konnte. 


Nun lassen Sie uns weiterreisen. Am 12. Oktober ging es in 12stiindiger Fahrt im 
Express nach Aberdeen in Schottland, wo ich mich zwie Tage in der dortigen Kran- 
kenpflegeschule aufhielt. Von der Stadt habe ich nicht viel gesehen, da die Zeit nur zu 
einem Abendspaziergang im Dunkeln reichte. Danach fuhr ich nach Glasgow und war 
dort zwei Tage in The Royal Infirmary. Ausser der Kathedrale habe ich auch von 
Glasgow nicht viel gesehen, es ist ein Industriezentrum, durch das die Stadt ihr Geprage 
erhalt. Weiter ging die Reise, und ich kam nach Edinburgh. Bern, Edinburgh und 
Stockholm waren die Stadte, die mich auf der Reise am meisten begeistert haben. 
Schottland hat es mir iiberhaupt angetan! Ich bin iiberzeugt, dass ich dort noch einmal 
einen Urlaub verbringe. An einen Sonntag, es war ein sonniger Herbsttag, habe ich eine 
ganztagige Busfahrt mitgemacht, die uns zu den Statten fiihrte, wo Walter Scott gelebt 
hat. Es ging von Edinburgh aus nach Siiden fast bis an die englische Grenze, ein 
wunderbares Erlebnis. Mein Programm sah in Edinburgh nur einen Besuch auf dem 
Ministerium und einen Besuch des Royal College of Nursing, Scottish Branch vor. Ein 
zweitagiger Aufenthalt in der Krankenpflegeschule in Sheffield bildete den Abschluss 
meiner Studien in Grossbritannien. Ich hatte ein wenig das Gefiihl, nun eigentlich 
schon genug gehort und gesehen zu haben, und ich ware ganz gern nach Hause gefahren, 
um innerlich alles zu verarbeiten. Verflogen war aber jede Spur von Miidigkeit, als 
ich nach Schweden kam und wieder ganz neues und anderes kennenlernte. 


In der Schweiz hatte ich im Hotel gewohnt, in London in einem Privatzimmer bei 
einer sehr netten englischen Familie. In Stockholm wurde ich in einem Krankenhaus 
aufgenommen und war die ganze Zeit in Sophia Hemmet zu Gast. Bei diesen liebens- 
wiirdigen Schwestern und unter ihrer fiirsorglichen Obhut habe ich mich sehr wohl 
und heimisch gefiihlt. Es war mein erster Besuch in Schweden. Aber gewiss nicht 
mein letzter ! . 


In Stockholm habe ich allein vier Tage auf dem Ministerium zugebracht bei den 
vier dort arbeitenden Oberinnen. Ich war im Siidstadt-Krankenhaus, im Karolinska 
Krankenhaus, in der St. Eric’s Schule, in der Staatsschule, in der Kinderkrankenpflege- 
schule, in der Schule fiir Fiirsorgerinnen und in der Hebammenschule, ich habe auch 
den schwedischen Schwesternverband mit seiner Fortbildungsschule besucht. Schweden 
ist in der gliicklichen Lage, nur einen einzigen Schwesternverband zu haben fiir alle 
Schwestern in Schweden ! Einen Tag habe ich mit einer Oberfiirsorgerin in Nyképing 
verbracht, einen Tag war ich in der Krankenpflegeschule in Eskilstuna, einen Tag in 
Upsala und Ulleraker in der psychiatrischen Schule und die letzten beiden Tage in 
Goteborg in der dortigen staatlichen Krankenpflegeschule. Wie schnell waren diese 
drei Wochen in Schweden vergangen ! Auch hier nutzte ich jede freie Minute aus, um 
recht viel zu sehen. Stockholm ist eine wunderschéne Stadt, man nennt es das Venedig 
des Nordens. Hier die Altstadt mit den schmalen und engen Strassen, dort 
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ganz moderne Viertel mit Hochhausern. Unvergesslich wird mir das moderne 
Siidstadt-Krankenhaus bleiben, ein Hochhaus mit 260 m langen Fluren! Uberall 
stehen kleine Radelrutschen, mit denen das Personal durch die Korridore fahrt, auf 
denen man aber auch Apothekenkérbe usw. transportieren kann. Ebenso unvergess- 
lich wird mir das Schiilerinnen-Hochhaus der St. Eric’s Schule bleiben, 260 Schiilerin- 
nen sind in diesem Heim untergebracht, dazu die Unterrichtsrdume usw. Entziickend 
eingerichtet alles, nichts fehlt. Ein besonderes Erlebnis war es, dass ich in Stockholm 
zweimal den Dresdner Kreuz-Chor singen hérte, einmal in einem Konzert und einmal 
wahrend des Gottesdienstes in der goldiiberladenen deutschen St.-Gertruds-Kirche. Als 
ich am 13.11.1955 Abschied von Schweden nehmen musste, war es ein strahlend schéner 
Tag. Die Fahrt zum Flughafen im Bus fiihrte am Wasser entlang, vorbei am Konig- 
lichen Schloss, dem Reichstagsgebaude, am Ritterhaus und der Riddarholmskirche und 
dem Stadthaus. Im stillen dachte ich: Auf Wiedersehen, Stockholm, ich komme wieder! 


Und dann kam mein letztes Reiseziel: Finnland, Ein Land, wo ich vorher auch 
noch nicht gewesen war. Wir hatten klares und sonniges Wetter und flogen nur in 1000m 
Hohe, und ich konnte wunderbar alle die vielen kleinen Inseln sehen, die der finnischen 
Kiiste vorgelagert sind. Unzahlige Seen und weite Walder geben dem finnischen Land- 
schaftsbild das Geprage. Davon konnte ich mich spater auf dem Flug von Helsinki 
nach Jyvaskyla (300 km nérdlich von Helsinki gelegen) iiberzeugen. Finnland hat rund 
4 150 000 Einwohner, von denen 91 Prozent finnisch sprechen, etwa 9 Prozent haben 
Schwedisch als Muttersprache. Bis 1809 gehérte Finnland zu Schweden, wurde dann 
dem russischen Kaiserreich als Grossfiirstentum angeschlossen, und erst 1917 konnte 
Finnland seine staatliche Selbstandigkeit erklaren. Seitdem hat das Land einen schnellen 
wirtschaftlichen und kulturellen Aufstieg genommen und hat heute einen hohen Lebens- 
standard. Als erster Staat in Europa gewahrte Finnland z. B.-den Frauen volle 
politische Rechte und fiihrte als eines der ersten Lander der Welt den achtstiindigen 
Arbeitstag ein. Ferner gibt es in Finnland prozentuell die meisten Lesekundigen der 
Welt. Ich werde spater noch Gelegenheit haben, dariiber zu berichten, wie fort- 
schrittlich dieses Land auch in bezug auf das Krankenpflegewesen ist. 


In Helsinki verbrachte ich ebenfalls viel Zeit auf dem Ministerium bei den fiinf 
Sachbearbeiterinnen, es waren natiirlich Schwestern. Zwei weitere Schwestern des 
Ministeriums, die sich mit der Rationalisierung im Krankenhaus zu befassen hatten, 
habe ich nicht kennengelernt. Interessant war mir, von dem leitenden Medizinalbeam- 
ten zu horen, dass er sich seine Arbeit ohne die Mitarbeit der Schwestern im Minister- 
ium gar nicht mehr denken kénne, auf diese Mitarbeit konne man in Finnland nicht 
mehr verzichten. Wenn uns hier in Deutschland das doch auch einmal gesagt wiirde 
von den Landerregierungen oder von Bonn! Ich besuchte in Helsinki die staatliche 
und die schwedische Krankenpflegeschule, die Fortbildungsschule des Staates, 
einige Universitatskliniken, die staatliche und die stadtische Kinderklinik, 
die Kinderburg, ein psychiatrisches Krankenhaus, Gemeindeschwesternstationen 
und Gesundheitshauser, den finnischen Schwesternverband. Ausser diesem gibt 
es noch einen schwedischen Schwesternverband. In Jyvaskyla besuchte ich 
die staatliche Krankenpflegeschule und das neue Zentralkrankenhaus. Eine grosse 
Freude war es mir, dass ich zu dem 25jahrigen Jubilaum anlasslich der 
“Griindung der Ubernahme und Neuordnung der Krankenpflege durch den Staat” 
eingeladen wurde. Bei dieser Feier wurden erstmalig an 25 verdiente Persénlichkeiten 
Medaillen verliehen. Ich wurde vom finnischen Schwesternverband eingeladen, in 
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Aulanko, dem meistbesuchtesten Ausflugziel in Finnland, an der zweitagigen Jahres- 
versammlung teilzunehmen. Ebendort tagten anschliessend auf Einladung des Ministe- 
riums die Direktorinnen sémtlicher Krankenpflegeschulen Finnlands; auch bei dieser 
Veranstaltung durfte ich einen Tag dabei sein. Diese Tagung stand unter dem Motto: 
Was ist Krankenpflege? Es waren nicht nur die Direktorinnen der Schulen eingeladen, 
sondern auch deren Stellvertreterinnen und dazu die Oberinnen der Krankenhauser, in 
denen die Schiilerinnen die praktische Ausbildung erhalten, aus diesen Hausern war 
dann auch noch je eine Stationsschwester dabei. Und alles bezahlte der Staat ! 
Erwahnen michte ich noch, dass ich bei allen drei Gelegenheiten immer besonders als 
Gast aus Deutschland und als Vertreterin des Agnes Karll-Verbandes in deutscher oder 
englischer Sprache begriisst wurde. Es ist mir iiberall soviel Freundlichkeit und Herz- 
lichkeit entgegengebracht worden in allen Landern, wie ich es gar nicht sagen kann. 
In Finnland waren die BO und der Agnes Karll-Verband vielen ein Begriff, und 
zwischen Agnes Karll und ebenso zwischen Helene Blunck und vielen finnischen 
Schwestern hatte friiher eine herzliche Verbundenheit oder gar Freundschaft 
bestanden. Immer wieder wurde mir gesagt, wie sehr man sich freue, dass nun 
auch einmal aus Deutschland eine Schwester offiziell zu Studienzwecken nach 
Finnland gekommen sei. Nicht nur wegen der herzlichen Aufnahme, sondern weil wir 
wirklich viel sehen und lernen kénnen, trage ich mich bereits im stillen mit dem 
Gedanken, in nicht allzu ferner Zeit eine Studienreise nach Schweden und Finnland 
vorzubereiten fiir die Agnes Karll-Schwestern, die an der Ausbildung von Schiilerinnen 


interessiert sind. Allerdings miissen die Schwestern diese Reise dann leider selbst 
finanzieren ! 


Damit bin ich am Ende meines Berichtes iiber den ausseren Verlauf meiner Reise. 
Am 4.12.1955 flog ich in Helsinki ab. Trotz des Sonntags und trotz der sehr friihen 
Morgenstunde waren eine Schwester vom Ministerium und die Leiterin von der Fort- 
bildungsschule zum Bus gekommen, um mich zu verabschieden. Es war sehr kalt und 
wir hatten Schneesturm—in Finnland hatten wir seit Ende November immer Temper- 
aturen zwischen 10 und 20 Grad unter Null gehabt. Mit einer halbstiindigen Ver- 
spatung flogen wir in Helsinki ab, der Wind liess bald nach, und es wurde ein schéner 
Flug. Ohne Zwischenlandung waren wir drei Stunden spater in Hamburg, wo mich 
Oberin Schramm schon erwartete. In Hamburg blieb ich bis zum 7. 12. 1955 und 
nahm dort an einer Vorstandssitzung und an Schwesternabenden in Elmshorn und 
Stade teil, wo ich schon kurz iiber meine Reise berichten durfte. Am 8. 12. 1955 traf ich 
nach einem einstiindigen Flug dann wieder in Hannover ein. 


Mit wehmiitigem Herzen bedauerte ich einerseits, dass diese schéne, erlebnisreiche 
Zeit nun zu Ende war, die mir soviel innere Bereicherung gebracht hatte, und an die 
ich nur mit grésster Dankbarkeit immer zuriickdenken werde, andererseits freute ich 
mich aber auch sehr, wieder heimkehren zu diirfen, um nun mit neuem Schwung an die 
neue Aufgabe gehen zu kénnen. 


In meinen nachsten Berichten werde ich auf das Krankenpflegewesen in den 
einzelnen Landern eingehen. Es ergab sich unterwegs, dass ich meine Studien auch 
auf andere Gebiete ausdehnen musste, und so habe ich mich besonders auch 
mit der Frage der Ausbildung der psychiatrischen Schwestern beschaftigt, mit der 
Frage der Ausbildung der Hilfsschwestern und deren Tatigkeit nach dem Examen. 
Uber alle diese Dinge gibt es viel zu berichten. 
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SOCIAL CASEWORK AND THE 
PRACTICE OF MEDICINE 


by 
A. QUERIDO, M.D., 
Professor of Social Medicine, University of Amsterdam 


Social work takes its origin from the private and incidental charity of the last 
century. In the course of time it was felt that this unorganized and individualistic help 
had little efficiency. In the first place, however, more efficiency was deemed necessary 
in order to guard against those who made a fraudulent use of the help offered. It 
seemed necessary to separate the “deserving poor” from professional beggars and 
people who squandered their gifts in debauchery and drunkenness. Considering the 
level on which those parasites of charity were living, the whole attempt seems in the 
light of the twentieth-century notions of social justice a bit ridiculous. Be this as it may 
it was urged to organize charity more closely and to investigate the cases before help 
was given, in order to ascertain whether the help was indeed needed and deserved. 
This procedure had a back-firing effect of the utmost importance for the further 
development of charity work. For, even the most superficial investigations showed 
that the help offered in the so-called “ deserving cases,” usually fell far short of 
solving any problem those families were suffering from. This investigation might 
indeed lead to the weeding out of imposters and frauds, but much more important 
was the unforeseen by-product, i.e., the recognition that it is necessary to make a 
survey of the case in order to render help efficient and in accordance with existing 
needs. This is the origin of social casework, which developed in the course of about 
half a century into a scientific discipline, fed from and stimulated by the general 
development of social consciousness and systematic enquiry in this field. 


The origin of medico-social casework is similar. The institution of the almoner 
took its origin from the free hospital and the free out-patients’ department. The 
medical profession protested that many persons were seeking this free help although 
they were able to pay, undermining in this way the financial interests of the doctors. 
Therefore a sentinel was placed in the entrance hall of the hospital, charged with 
estimating the solvency of those asking for help and with rejecting those who tried to 
impose on the charity offered. Here again it was found that in this way a certain 
number of frauds might be detected, but much more important was the discovery that 
a tremendous amount of medical advice and skill went to waste because the conditions 
under which people lived rendered them unable to carry out the advice given. The 
necessity to supplement the results of clinical investigation with those of social 
investigation of the case in order to render medical action more efficient, became 
apparent. The names of Dr. Richard Cabot and Miss Ida Cannon must be mentioned 
here as members of one of the first medico-social teams, functioning in modern times. 


However, while the general social casework developed and took form as des- 
cribed above, the deployment of the social casework in regard to the ill person has 
not reached any comparable level. In the tremendous development of the more 
technical side of medicine in the period under discussion an explanation may be found. 
The attention of the medical men became rapidly absorbed in the application of physics, 
chemistry, bio-chemics and micro-biology in the theory and practice of medicine, and 
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the results in regard to the combat and prevention of disease were such, that there 
seemed to be no room for the vague data which seemed to float around the case outside 
the clear light of exact and objective clinical investigation. This tendency, arising from 
this specific medical development in the latter part of the last century, tended in general 
to reduce the personality of the patient to the terms of a clinical problem, to strip 
this personality of its human attributes. The social implications, which might play a 
role in the origin of the clinical problem—and inversely the impact of medical action 
on the social life of the patient—were largely and with a few exceptions ignored. It 
goes without saying that socio-medical casework had little chance to blossom and bear 
fruit in this atmosphere, which at the best was uninterested, but more often than not, 
was hostile from lack of understanding. It is therefore not astonishing that the 
general social casework, developing into an academic discipline in many countries, 
criticized sharply and with good reason the sorry state in which social casework in 
regard to medical practice seemed to stay and often suggested that no favourable 
development might be expected as long as it remained in the uncongenial atmosphere 
of the physician. In some instances—notably in the United States—the consequences 
of this reasoning have been drawn and socio-medical casework has merged with general 
social work, carried out by the expert caseworker, practically independently from the 
clinical activities of hospital and out-patients’ department. 


This state of affairs cannot be enough deplored. The casework in regard to the ill 
person is medical work and cannot be separated from any other medical action. It is 
for the physician just as important to get the X-ray results and the laboratory findings 
as it is to have an insight in the social and psychological relations of his patient in 
order to make his diagnosis and to contemplate the action which will render his medical 
knowledge and skill most effective in regard to the problems offered by the patient. 

No hospital admission should be carried out without due consideration of the 
effect of this admission on the family and the social relations of the patient; no 
_operation can be rightly planned without consideration of its possible effects on the 
personality of the patient and his chances of readaption; there is no sense in making 
a most elaborate clinical investigation of the patient with the result that a certain diet 
is prescribed, without ascertaining whether the patient and his family are intellectually 
and socially able to carry out this diet. 


In other words, modern medicine, entering into the understanding that it has 
to deal with persons and not with organs, that the person is indivisible and inseparable 
from his relations and allegations, comes to the recognition that it has to be compre- 
hensive, to be at the same time effective, rational and humane. Therefore it is impos- 
sible to cut away one part of the problem and to leave it to experts who work inde- 
pendently from the physician. 


If medico-social work has remained undeveloped or is developing separately from 
medicine, the fault may be laid at the doctor’s door, but there is no reason to accept 
this situation for the future. It is the doctor’s task to treat the patient and his is 
the final responsibility. In this task he is assisted by ancillary personnel and supported 
by experts. Social work of course needs the expert to carry it out and it cannot be 
expected that the physician will be his own expert in this field. On the other hand the 
first condition for good co-operation is a mutual understanding of each other’s way of 
thinking, of the limitations and possibilities of each other’s techniques, and of mutual 
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trust. It is clear that in the training of the medico-social worker as well as of the 
doctor the elements to bring about this attitude mainly have been lacking, but it is 
not too late to point out this omission and to correct it. 

The above might be considered as a more or less theoretical exercise, far removed 
from practical every-day work. Therefore, it might be useful to point to a certain 
field in which the realization of this co-operation on equal level of physician and 
medico-social worker has been put into practice for some time. 


Some attention of a very gratifying nature has been paid in Great Britain and the 
the United States to what is called for short “ The Amsterdam Experiment ” but which 
more rightly must be described as the socio-psychiatric care of the mentally ill in the 
Netherlands. By this method it is attempted to deal with a number of sufferers from 
mental disturbances in their own surroundings before, after or without hospital 
admittance. A psychiatric first aid service which deals with the patient coming under 
the attention of the police, attempted suicides, drug-addicts, etc., is merged into this 
activity. In those cases the social conditions of the patients, their relations towards 
friends, family, employer, and towards the social institutions, are the chief means 
to handle the case and to bring about the desired optimal adjustment. 


This, you will understand, is casework. Casework, however, carried out by a 
psychiatrist and a medico-social worker on an equal footing, each bringing into the 
case their own special skills and perspective, and integrating those into one single 
action-program. Since we have to deal with patients, the final responsibility rests 
with the physician of the team. The role of each team-member, however, is determined 


after mutual consultation and is carried out on the responsibility of the team-member 
concerned. 


Let me finish by giving you a purely practical demonstration. The police calls 
in the first aid service for a woman who has attempted suicide at three o’clock in the 
morning. Those calls are always referred to the psychiatrist on duty. On arrival at 
the patient’s home he finds that the woman has tried to commit suicide with gas. The 
neighbours noticed the smell and could frustrate the attempt. The patient is not 
suffering from any marked gas-intoxication, but is very distressed and apathetic. 
She looks pale, undernourished and worn with care. She is in her early thirties. Her 
surroundings are poor, not very well cared for, but not markedly neglected. Her 
three young children are sitting up in bed; one is whimpering. It turns out that 
her husband has left her half-a-year ago; since that time she received at regular 


intervals some money but was obliged to start working part of the day to keep herself 
and the children. 


She met with considerable trouble in having the children cared for when she 
was absent, and finally stopped working when one of the children burned itself when 
she was away. In the last month nothing was heard from her husband, the rent 
is three weeks overdue, she feels unable to cope with life any more and therefore 


decided to end it. 


The first point which has to be decided is the danger of renewed attempts at 
suicide. This is a purely medical decision, the responsibility of which can only be 
borne by the psychiatrist. After due consideration he decides that the woman realizes 
that she cannot leave the children and that she is sorry that she was ready to leave 
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them to their own fate. Since he judges that the attempt will not be repeated, there 
is no sense in hospital admission. The case has to be solved in the social atmosphere 
which gave rise to its being. He leaves the woman after giving her a sedative and 
after explaining that help will be forthcoming next morning. His explanation is 
determined by his knowledge of what the social worker possibly can do and so it 
will not contain promises which later on cannot be fulfilled. 


Very early the next morning the social worker takes over and the case remains 
her responsibility. It is not possible to describe the way the social worker will 
handle the problem; it contains too many unknowns. The social worker will probably 
start with an emergency gift from the City Bureau of Public Assistance, and further- 
more will enter the case into the administration of this Bureau in order to ensure 
regular financial support for the woman. She might contemplate finding the woman 
some paid home-work in order to supplement the Public Assistance money. Further- 
more she will visit her in the next month at least twice a week in order to establish 
a friendly relation and to learn more about the family and the absent husband. 
Probably the husband will in that time be tracked by the Public Assistance Organiza- 
tion and she gets information of him from that side. As a good caseworker she will 
leave the relation between husband and wife alone, but her aim will be to strengthen 
the woman’s attitude towards life and her own problems in such a way that she will 
be able to make her own decision. Several times in this period she will inform the 
doctor of her progress and if everything goes well, the case is removed from the 
active list when it is judged that the woman is independent enough not to need 
this special attention any more. If, however, the social worker might find sooner or 
later the doctor’s judgement has been at fault and that the suicidal tendency is 
stronger than was expected, she will ask the doctor for another consultation. 


In that case it may be that the doctor finds deeper disturbances of the personality, 
which need other ways of handling. He may visit the woman two or three times, 
perhaps together with the social worker, in order to confirm the suspicion and then 
it might be decided that is is better to give her a course of hospital treatment. The 
social worker will see to it that the temporary care of the children during her absence 
is assured, which enables the patient to go to the hospital without undue worry. 
Depending on the outcome of the hospital treatment, either the doctor or the social 


worker will, after discharge, be ready to receive the patient again and to work further 
with her. 


An almost infinite number of changes may be rung on this theme. The case 


adumbrated above may just give an inkling of the kind of aie which 
characterizes this teamwork. 


What kind of training do the social workers receive for this kind of work ? 


They all have the double certificate of general nursing and psychiatric nursing’ 
and usually some of the smaller certificates. They start with a three-months pro- 
bation time in which their personality, their ability to handle patients and to co- 
operate in a team are carefully observed. There is a two-years theoretical training 
' Two State certificates, each taking three years training; the double certificate can be ob-. 

tained in five years. To this certificate may be added the smaller certificates of district nursing, 


mother and child care, tuberculosis consultant, and socio-psychiatric worker for adult patients (the 
latter to be distinguished from the psychiatric social worker in the child guidance clinic). 
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in social and psychological sciences they have to take, but the most important part 
of their training is on the job. Staff conferences, group discussions and case 
demonstrations are deemed to give the essential basis, a form of training which in fact 
goes on as long as the worker is connected with the service. From the very beginning, 


after the probation time, they are considered to be independent—but accountable— 
within their own field. 


At present a large amount of study and research is brought to bear on the 
problem how this procedure can be extended into the field of the general patient. 
It has become clear that important changes must be brought about in the physician 
as well as in the social worker of the general hospital. As yet it is too early to report 
on the extension of this work, which is still in the experimental stage. 


THE NURSE AND THE 


PHYSICALLY HANDICAPPED 


DONALD V. WILSON, M.A., LL.B., 
Secretary General, International Society for the Welfare of Cripples 


Services for the physically and mentally handicapped have always been a rudi- 
mentary concern of the nurses of the world; probably no other single professional 
group has inherited a greater opportunity or responsibility in the ceaseless perfection 
of these expanding services. These opportunities and responsibilities become still more 
urgent as the number of persons with crippling limitations increases in all parts of the 
world, and with the improvement of skills with which this situation can be mitigated. 
In this article, certain aspects of the problems challenging us will be reviewed, as 
well as the programs and present areas of opportunity in which nurses of the world 
can participate along with other related professions. The equally important problem 
of the mentally and socially handicapped—all those who deviate in some marked 
manner from what the community regards as normal—will not be touched upon, 
but this article will necessarily limit itself to consideration of the problems of the 
physically handicapped. 

In a previous issue of the /nternational Nursing Review, the writer outlined 
some of the major global programs being carried out by governmental and voluntary 
agencies to advance the creation and development of health and welfare services, 
without dwelling on the substance of these programs or indicating the specific nature 
of the services each fostered. The article may also have been remiss in failing to 
point out more concretely how the individual nurse can help establish and follow 
through rehabilitation projects for the handicapped in all parts of the world. Although 
the opportunity to make further comment is welcomed, it seems clear to the writer 
that only the nursing profession itself can properly gauge and define its responsi- 
bilities and formulate methods to carry them out. 

IMPORTANCE OF SERVICES FOR THE HANDICAPPED 

A common method of emphasizing the importance of services for the physically 
handicapped is to try to present an estimate of the number of persons in a particular 
community or nation who suffer with some form of disablement requiring prolonged 
special services. It should be noted that we are not merely concerned with the total 
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number of disabled but rather the number of those persons who are handicapped by 
their disability. Taking the world as a whole, it is almost impossible to make a 
reliable estimate of the numbers of handicapped who need special services and would 
benefit from such services if and when offered. We do know that the number is 
sizeable in all countries, much larger than anyone imagines. Probably the greatest 
value of statistics is to dramatize the problem for those who are slow to recognize it 
for what it is. Perhaps the best way to measure the size of any local problem in re- 
habilitation is to put a modest service into effect and then watch the response from 
the community. Experience has shown that nearly always the number of children 
and adults turning to a new service for help is greater than anticipated. 


We do know that today’s protracted life span acts to increase the number of 
the physically dependent. Decreasing infant mortality in many parts of the world 
means that there are many more children with physical defects being kept alive, 
who require special help if they are not to be entirely dependent. The increasing 
number of accidents in the home and factory and on the highways, together with the 
widening horizon of curative medicine, also swells the number of persons in every 
community who require services. Increased industrialization and urbanization in- 
creases the number of disabled, as well as their opportunities to be useful citizens. 

It is probably the development of more effective medical and therapeutic services 
that has contributed most to the importance of rehabilitation today. The possibilities 
for the handicapped are much greater today than ever before, and it is these new 
possibilities, as well as the increased numbers of crippled persons everywhere, that 
urges us to take more action on their behalf. A physical limitation is no longer 
an incontrovertible handicap; thus we are more involved and optimistic today about 
the condition of a child with a congenital malformation, the cerebral palsied, the 
amputee, the hemiplegic and victim of poliomyelitis, arthritis or rheumatism. 
Similarly, the blind and the deaf and hard of hearing can be shown greater oppor- 
tunities to live productive, useful lives. 

THe MEANING OF REHABILITATION 

The term rehabilitation has almost become a by-word in describing the process 
involved in enabling a handicapped person to function in society to his maximum 
power. In this process, the total aim is to restore such a handicapped person to 
the fullest physical, mental, social, vocational and economic usefulness of which he 
is capable. This process, therefore, not only concerns itself with the reparation and 
restoration made possible by medical advancements but by other basic adjustments 
such as the social, educational and vocational. 

In further attempting to define this process of rehabilitation, Dr. Henry H. 
Kessler' observed that there are two widely accepted viewpoints. Strictly from the 
medical viewpoint, rehabilitation is construed as the use of all medical measures 
which can expedite recovery of function. The second and broader viewpoint regards 
rehabilitation as the restoration of the individual to the fullest social usefulness of 
which he can be capable. It is this more comprehensive viewpoint and method of 
action which still needs greater understanding and application by the nursing pro- 
fession, the entire medical profession and the world community. The nature of re- 
habilitation is also indicated by the following quotation: * “ Rehabilitation is not a 
' Henry H. Kessler, M.D., Ph.D., The Principles and Practices of Rehabilitation, Philadelphia 1950. 


2 Frances A. Hellebrandt, M.D. “The Future of Physical Medicine, I,’ American Journal of Physical 
Medicine, Volume 34, Number 6, December 1955, page 583. 
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branch of the healing art or a system of treatment. It is a humanistic philosophy, 
equally important to all who serve the sick and the disabled. The primary tenets, 
upon which the so-called third phase of medical care, or rehabilitation, rests, have 
been accorded virtually universal acceptance. These are the prevention of chronic 
invalidism, the development of residual capacities to the fullest possible extent, and 
the systematic adaptation of what is left to practical ends related to the specific needs 
of each individual patient. The first two objectives are attained largely through 
utilization of physical medicine procedures; the last, through physician interest in 
disciplines which are not primarily medical.” 


It may be remarked in passing that the word rehabilitation does not in itself 
suggest the all-encompassing process we often have in mind when we use it. The 
re” in its construction is not an accurate reflection of the services provided to aid 
anyone who has been handicapped from the very beginning of his life. He has 
always been handicapped and has no normal condition to which he can revert. In 
children’s programs, therefore, we find other words being coined to describe this 
process. In certain languages rehabilitation is an ambiguous word in describing the 
process of restoring the injured worker to his job as rapidly as possible. Words 
like “ revalidation” are used instead. This problem of terminology is mentioned 
only to stress that it is not the word used but the all-important process itself that we 
wish to better understand and accept. 


RESPONSIBILITIES TO THE PATIENT 


Nurses have a special obligation to contribute their vital part to the team work 
approach to rehabilitation. She must not only be competent enough to treat the 
affliction but she should also consider the situation of the entire patient in her care 
and the community as a whole. She should try to eee fulfil, insofar as 
possible, all three of these meaningful obligations. 


In the earliest days of medicine, treatment only involved the disease itself or the 
affected part of the body. Gradually doctors became cognizant of the fact that 
effective treatment must be directed at the “ whole patient.” There followed, naturally, 
an appraisal of the impact of social environment on the patient, and the community 
became involved in the total restorative process. So medicine has moved from a 


concept of treating with a part of the person to the whole, and then to his organized 
surroundings. 


The nurse can undertake to perform another challenging task. The handicapped 
are frequently hidden or withdrawn and must be sought out before they can be 
helped. The nurse has a real opportunity to locate those children and adults who 


are not brought forward and see that they make use of all available rehabilitation 
facilities. 


The responsibilities of the nurse to the patient are, of course, extensive. In her 
book, Rehabilitation Nursing,’ Alice B. Morrissey outlines and discusses the principles 
and practices as applied to this subject. Miss Morrissey focuses on the nurse’s 
responsibility in maintaining the patient’s mental as well as physical health and re- 
commends that the nurse also become answerable for the patient’s hygiene, nutrition, 
exercise, rest and sleep, elimination, recreation, diversion and occupation. The 
range of the nurse’s role in the actual process of rehabilitation is further indicated 
3 Alice B. Morrissey, B.S., R.N., Rehabilitation Nursing. New York: 1951. 
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by the many specific areas of service discussed by Miss Morrissey. These are: 
Measures to Prevent Physical Deformity, Care and Use of Mechanical Leg Braces, 
Care of the Amputee, Care of Hemiplegic, Paraplegic and Quadriplegic Patients. 


Tue REHABILITATION TEAM 


The mounting interest in furthering rehabilitation programs everywhere is 
convincing proof that the world is more and more recognizing that the solution to 
all health and welfare problems is to be found in one closely woven professional fabric. 
We realize more clearly that our health and well-being depends not upon the physician 
alone but also upon the contribution of many allied professions; that, to reach our 
goals, we in our own professional group must be more acutely aware of the advances 
being made outside our circumscribed ken. It is a truism today that total rehabilitation 
requires a reciprocal relation between every profession that can contribute anything 
sustaining to the person with a physical disability. Nurses are an indispensable 
member of this inter-related rehabilitation team, which includes a complexity of 
doctors, such as orthopedic surgeons, specialists in physical medicine, pediatrics, 
neurology; prosthetic manufacturers and fitters; the occupational and physical thera- 
pist; the speech therapist; the social worker, psychologist, vocational counsellor and 
selective placement expert. All of these professional skills and more must be martialed 
to bring from any rehabilitation project its fullest benefits. The nurse is frequently 
called upon to serve as a co-ordinator, a go-between, so to speak. In many places, 
where these specializations are not available, the nurse is expected to provide them 
nevertheless. She then serves as therapist, counsellor, psychologist and social worker. 
In all cases, the core of the rehabilitation idea is teamwork—intelligent co-ordination 
of all available techniques for the maximum benefit of the patient. 


ComMuN!ITY RESPONSIBILITIES 


In many communities, the awakening of social consciousness begins with the 


~ acknowledgement of the needs of the handicapped, particularly the blind, deaf and 


crippled. From small beginnings, usually of a philanthropic nature, more extensive 
programs grow. It is interesting that the crippled often are the focal point for many 
divergent civic groups who come together in joint undertaking. It is usually a small 
community group, such as a self-constituted committee, that first recognizes the special 
problems of the crippled. And, in many cases, it is the nurse who stimulates, and 
guides the action that is taken in solving those problems. 


The attitude of society toward the person with a visible physical defect can be a 
great handicap to the afflicted person than the physical limitation itself. This insen- 
sate attitude results in setting apart the crippled person in an emotional and economic 
isolation. Very gradually the community is coming to realize that the crippled person 
is first an individual, in possession of many productive capacities, and then a handi- 
capped person. Nurses and other professional groups working with and for the 
handicapped can participate in bringing about a greater understanding of the handi- 
capped person as a dignified individual. Because a nurse is a part of the very heart 
of the community, she is directly concerned not only with the medical phases of 
rehabilitation but also with the equally pertinent social and vocational aspects. With- 
out such an identity with community endeavour, the nurse’s role in rehabilitation is 
not completely fulfilled. 
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Wor.Lp-wiDE RESPONSIBILITY 


A truly professional person is always trying to improve his technical skill and 
knowledge; in the process, he may become a specialist, “a person who learns more 
and more about less and less.” Such specializations, particularly in nursing, are 
readily observable and contribute solidly to the vitality of the profession. The develop- 
ment of highly specialized skills within a profession calls for greater internal co- 
ordination and co-operation. 

The truly professional person must also turn outward and be aware of his respon- 
sibilities to his professional colleagues, as well as to the world at large. “ Reaching 
out” to others, should become a basic tenet. This bed-rock responsibility cannot be 
met until we find ways to work as a team with other professions; not until we try to 
find a way to make our professional skill and knowledge available to the entire world. 

In the rehabilitation of the crippled individual, we must strive for a unison of the 
doctor, nurse, social worker, educator and vocational expert. To establish and 
administer rehabilitation programs, the same kind of teamwork is required between the 
departments of health, social welfare, education and labour and as we recognize the 
need for co-operation between the various technical and professional persons in the 
treatment of the handicapped individual, we also see the need for all-complete co- 
operation on the world-wide scale. On this level, we must work toward an ever- 
greater co-ordination of efforts between various governmental agencies including the 
United Nations, the United Nations Education, Scientific and Cultural Organization 
(UNESCO), the United Nation’s Children’s Fund (UNICEF) the World Health Organ- 
ization and the International Labour Organization. 

The experience gained by the nurse in working together as part of a rehabilita- 
tion team can be her basis for working together in other areas of human activity. 
The problems posed by the disabled are universal and the same means can be applied 
anywhere in solving them. The unique mutuality of these problems can bring about a 
new era of understanding among professional groups and the public alike. For in 


the wonder of rebuilding any man’s strength, self-confidence and dignity, we have 
a language all humankind can speak. 


OCCUPATIONAL HEALTH NURSING 


A paper prepared by The National Council of Nurses of Great Britain and Northern Ireland, 
at the request of the Nursing Service Committee of The International Council of Nurses. 
Industrial nursing is a social and preventive as well as a curative service. It is, 
therefore, a very much bigger and wider field of nursing than has been interpreted in 
the past, when it was considered a nursing service to employees in factories and 
commercial undertakings, it being confined to the treatment of accidents and illnesses 
arising out of and during the course of employment. To give a more accurate concept 


of the work the term “ Occupational Health Nursing Service” is now more usually 
adopted. 


It is an accepted axiom that a man’s work has a profound influence on his physical 
and mental health whether for good or ill. Not only is that true of so-called industrial 
work but of any occupation a man follows from that of Prime Minister to that of the 
humblest labourer. It applies as much to those who work singly and in very small 
numbers as to those who work together in large industrial undertakings. 
io} 
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OBJECTIVES OF OCCUPATIONAL HEALTH SERVICE 


The Joint ILO/WHO Expert Committee on Occupational Health stated in their 
first report in 1950: 


“  . . Occupational Health should aim at the promotion and maintenance of the 
highest degree of physical, mental and social well-being of workers in all occupations; 
the prevention amongst workers of departures from health caused by their working 
conditions; the protection of workers in their employment from risks resulting from 
factors adverse to health, the placing and maintenance of the worker in an occupa- 
tional environment adapted to his physiological and psychological equipment and, to 
summarise, the adaptation of work to man and of each man to his job.” 


An Occupational Health Nursing Service must, therefore, have as its objective 
to assist in attaining these standards of health in workers of all classes. 


NEED FOR KNOWLEDGE OF OCCUPATIONAL HEALTH 


The World Health Organisation Expert Committee on Professional and Technical 
Education states in its 1950 report, “ It was agreed that every general practitioner and 
every nurse should have some knowledge of industrial health.” This was endorsed by 
the WHO Expert Committee on Nursing. (Ist Report, 1950.) (See Appendix 1.) 


If some elementary knowledge is included in the nurse’s basic training it is not 
sufficient in itself to qualify her for specialisation in this subject. It will, however, 
give a broader outlook and will greatly help all nurses by giving an understanding of 
the health problems of some patients who may be isolated workers and not covered by 
any occupational health service. Some knowledge of Public Hygiene in basic nurse 
training is also desirable. 


All nurses would then be in a better position to understand the aims of the nurse 
who is wholly employed in occupational health services and be better able to co- 
operate with her for the benefit of patients. (See Appendix 2.) 


NursiInc SERVICES IN OCCUPATIONAL HEALTH 


In most countries the State acknowledges the importance of the health of the 
industrial worker and legislates for factory hygiene which may include control of 
industrial illnesses, accident prevention, and the institution of certain medical examin- 
ation of employees. 


Occupational Health Nursing Services in any country depend on the laws of that 
country, the health hazards of the industries and the policies and generosity of in- 
dustrial undertakings employing nurses. These services are obviously more developed 
in highly industrialised countries, They are almost entirely provided and financed by 
the industrial undertakings themselves whether they are privately or publicly owned 
by the Government or otherwise. Therefore, it is inevitable that services vary from 
country to country and from industry fo industry. 


Industrial nursing is complementary to, and should not take the place of, other 
nursing services. Neither should it overlap those services. 
RECOMMENDED Duties For Nurses IN INDUSTRY 


1. Administration of the Health Department 
(a) To be responsible for the cleanliness and general efficiency of the Health 
Department and for first-aid arrangements in the factory. 
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(b) To be responsible for maintenance of the equipment and medical supplies. 

(c) To assist, as may be required, with the supplementary training of first-aid and 
auxiliary personnel. 

Factory Hygiene and Accident Prevention 

(a) To acquire knowledge of the nature and hazards of industrial processes being 
carried out in the factory. This necessitates frequent periodic visits into the 
factory, with an observant eye on all matters pertaining to hygiene, general 
cleanliness and housekeeping of the factory, heating, lighting (local and 
general), ventilation (local and general), seating facilities, posture and general 
appearance of workers on their jobs, cloakroom and washing facilities. 

(b) To report to the appropriate authorities within the firm on working conditions 
affecting health. 

(c) In the absence of a medical officer to report to the appropriate department 
regarding an employee who is engaged on work for which he appears to be 
unsuited on health grounds. 

(d) To attend the appropriate committees concerned with health and safety and 
to co-operate in carrying out their recommendations. 

Nursing Care 

(a) To give first-aid treatment to injuries and emergency treatment in cases of 
illness. 

(b) To send notification regarding cases as follows: — 

Detained in Hospital 
To the appropriate authorities within the firm 
To the employee’s own relatives 
To the employee’s own doctor. 
Sent Home 
To the appropriate authorities within the firm 
To the employee’s own doctor. 
Sent to employee’s own doctor 
To the employee’s own doctor reporting treatment given in the factory 
Health Department and offering facilities for further treatment if pre- 
scribed by the doctor. 

(c) If an employee who is at work appears to be suffering from an infectious or 
contagious disease, and there is no medical officer, to consult the patient’s own 
doctor where practicable; otherwise to ask a local medical practitioner to see 
the employee at the factory (the employee should be kept in isolation pending 
the doctor’s arrival), or to send the employee home and to notify his or her 
doctor of action taken, with particular reference to urgency. 

Assistance with Medical Examinations 

To assist with the following medical examinations at the factory: 

(a) Preplacement examination—the placement of workers in suitable jobs accord- 
ing to any physical or mental limitations they may have is a special feature of 
the preplacement examination. It does not mean the exclusion of the physi- 
cally handicapped from work. 

The part of the examination taken by the nurse to be approved by the medical 

officer responsible. It can include— 

(i) Interview with applicant explaining the purpose of the examination, 
the procedures and their significance. 
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(ii) Obtain personal history of health, family history and occupational 
history of applicant. 

(iii) Routine tests, such as height, weight, hearing, visual acuity, dental 
inspections, urine tests, and any other agreed by the medical officer. 

(b) Young Persons 

(c) Employees exposed to occupational disease hazards 

(d) Employees returning to work after injury or sickness 

(e) Other employees as the need arises 

General Health Supervision 

(a) To see and advise all employees before they are sent home on grounds of 
injury or sickness. 

(b) Where practicable to interview all employees on their return to work after 
absence due to injury or sickness; this may require change of job during 
period of rehabilitation. 

(c) Where necessary, to arrange for the treatment of physical defects revealed by 
medical examination. 

(d) To co-operate with the Personnel Department or other appropriate authority 
as follows: — 

(i) In all matters relating to health and rehabilitation of employees. 
(ii) In the selection and placement of applicants from the point of view 
of health. 
(iii) By supplying relevant health information regarding any employee, 
with his or her consent. 

(e) To give special supervision, in accordance with statutory requirements, to the 
health of employees exposed to occupational hazards. 

(f) To promote health education among employees by means of individual instruc- 
tion, lecture, films, posters and leaflets, co-operating as far as possible with 
other community agencies. 

(g) To advise on personal hygiene where teleuted. 

(h) To advise on clean food handling and supervision of health and hygiene of 
food handlers. 

(i) To advise management on the desirability of health education of the worker 
and of acquainting the workers of health and accident risks in the factory; 
and of the need for obtaining the workers’ co-operation in this matter. 

Additional Service to Employees 

(a) To advise the canteen management regarding special diets ordered on medical 
grounds. 

(b) To co-operate in arrangements for blood transfusion and mass radiography 
services. 

(c) To combine duties with welfare work only if her nursing duties do not absorb 
the whole of her time. It is not recommended that she should be employed 
on welfare work as a general rule. 

Records and Reports 

(a) To receive notification from the appropriate departments regarding employees 
absent from work owing to injury or sickness. 

(b) To co-operate with the firm’s statistical department in compiling accident 

and sickness statistics, or to prepare these where no such department exists. 

These statistics disclose valuable information on absenteeism which may be 
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frequent and disclose disorders of psychosomatic nature, accident proneness 
and maladjustments to work, home and social environments. 
(c) To keep records of all routine examinations and re-examinations and to record 
all cases of injury or sickness receiving attention in the firm’s health depart- 
ment. 
(d) To supply to the appropriate department particulars required for statutory 
notification of accident and cases of industrial disease. 
(e) To prepare, at stated intervals, a report and statistical summary of the work 
of the department for submission to the management, if this is not done by a 
medical officer. These reports to give evidence of the accomplishments of the 
department and to point out needs for further activities. 
N.B. All personal health records to be kept in confidential files under lock and key. 
8. Co-operation with other agencies 

To establish and maintain contact with appropriate community organisations, 
particularly with any local medical and nursing services available to employees. 
It is most desirable for the nurse to keep her knowledge up to date on scientific, 
industrial and professional matters by— 

(a) Reading and studying professional journals. 

(b) Active membership of professional and, when possible, appropriate civic 
organisations. 

(c) Participation in study groups and refresher courses arranged by professional 
nursing organisations, big hospitals, universities and the like. 

ETHIcAL RELATIONSHIPS iN INDUSTRY 

The following suggestions are recommended and made as a guide to nurses in the 
industrial field of public health nursing and are intended to govern the relationship 
of the industrial nurse to her management, her industrial medical officer, the firm’s 
employees and her professional colleagues. 
1. The industrial nurse should conform to the terms of her employment and her 
conduct should at all times be governed by accepted professional principles. 
2. All matters relating to the health, personal or family affairs of the employee, of 
which the nurse gains knowledge in her professional capacity, should be treated as 
confidential and only disclosed to the industrial medical officer, nurse colleagues, or 
the employee’s own doctor, unless with the consent of the employee, or as required by 
law. 
3. Individual medical records kept by an industrial medical officer concerning em- 
ployees are confidential. If, in the doctor’s absence, these are left in the custody of 
the nurse she should not allow any other person to have access to them without the 
consent of the doctor. Individual health records kept by nurses who are working with- 
out the supervision of a doctor are also confidential and nothing in them should be 
divulged without the consent of the employee concerned. 
4. The nurse should not influence the employee in the choice of any particular doctor. 
5. The nurse should maintain a strict neutrality in any controversy between manage- 
ment and employee. 
6. The nurse should not try to influence the political or religious opinions of 
employees or members of their families. 
7. The nurse employed full-time as an industrial nurse shall not undertake domicil- 
iary nursing in the homes of the firm’s employees. 
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8. In her capacity as industrial nurse she should not act as a commercial agent. 
RECOMMENDED QUALIFICATIONS FOR Nurses IN INDUSTRY 

The following qualifications for nurses in industry are considered requisite: — 
1. General—Good educational background. 

Professional 

(a) Three years statutory general training. 

(b) industrial nursing training and/or Public Health training. 
3. Practical Experience 

(a) Experience in casualty and out-patients departments. 

(b) Experience in administration. 

(c) Experience in preventive health measures. 

(d) Experience in opthalmic and dermatological work. 

(e) Training and/or experience in midwifery. 

(f) Possession of, or desire and ability to acquire, knowledge of local language 

and customs. 

4. Personal 

(a) Adaptability and an interest and an ability to work effectively with all types 

of people. 

(b) Initiative and sound clinical judgment. 

(c) Good physical health, emotional stability and cheerful temperament. 

(d) Neat grooming. 
EDUCATION OF INDUSTRIAL NURSES 


It is desirable that nurses working in the field of occupational health should have 
extra training. Courses of training should be planned to suit the particular need 
of the country. It is considered desirable that some public health training be 
included. (See appendix la, b, c.) When possible full-time courses for industrial 
nurses should be established, and part-time courses for those already engaged in | 
industry. In any case, study week-ends for industrial nurses can usually be organised 
and when this is done they prove very popular. 

Syllabus content for full-time course 


In addition to broad and basic Public Health principles which should be part of 
an Industrial Nurse’s training, the following subjects are recommended to be included 
in the syllabus for a full-time course: — ; 

1. InpusTRIAL History AND MACHINERY OF INDUSTRIAL RELATIONS 

(a) The Modern Industrial System. 

General survey of structure of industry ; development, location. 
Industrial relations. 

Wages structure. 

Discussion of current industrial problems. 

(b) Survey of Legislation relating to Occupational Health. 

Study of factory legislation, Public Health and other laws of the country that 
directly affect occupational health. 

(c) Social Services. 

Study of social services of the country that affect health, education, insurance, 
housing, child welfare and the like, public health and community hygiene 
being particularly stressed. 
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2. INDUSTRIAL ORGANISATION AND ADMINISTRATION 
Company structure—work of Personnel department, and its relationship to 
other departments of a Company. 
Industrial relations at factory level. 


3. Tue Errect or Work AND THE OcCUPATIONAL ENVIRONMENT ON HEALTH 
(a) Physical. 
Pathological effects—industrial toxicology and the commoner industrial 
diseases. Preventive measures. Accidents—causes and prevention. 
(b) Psychological. 
Choice of job; vocational selection and vocational guidance. 
The worker and his environment; psychological implications of industrial 
change—environmental conditions. Accidents. 
The worker and his job; attitudes to work. Fatigue and boredom. Motion 
study and time study. 
Relations with other people; leadership—training—individual adjustments. 
4. Tue OccupaTionAL HEALTH DEPARTMENT 
(a) Organisation. 
Organisation and maintenance of an efficient service. 
Design and equipment of department. 
Industrial nursing ethics. 
Staff Supervision and training. 
Methods of compiling, presenting and interpreting records. 
Liaison with outside communal services. 
(b) Functions. 
(i) Promotion of Health Education—principles and methods. 
(ii) Nutrition and principles of Communal Feeding. 
(iii) Personal and Environmental Hygiene. . 
Application of physiology to the problems of fatigue, etc. 
Functions and care of the skin. 
Respiration. 
Physical exercise, muscular work. Postural strain, seating. 
Body temperature regulation and factors influencing thermal comfort. 
Heating and ventilation of factories. 
Dust, Fumes and Gases. 
Lighting—Daylight and artificial in relation to vision. 
Noise. 
(iv) Health Supervision. 
Preplacement examination. 
Follow-up health supervision. 
Prevention of epidemics. 
Non-industrial diseases. 
Treatment of minor injuries. 
General principles of dressing technique. 
Special injuries. 
Management of major casualties. 
First treatment of medical emergencies. 
Rehabilitation and resettlement. 
Ancillary services. 


INTERNATIONAL Nursinc REVIEW 


Practical work should be undertaken in industrial organisations, visits of obser- 
vation to community services, special experience in out-patients, casualty, ophthalmic 
and skin work where previous experience was insufficient. 


THE PLACE OF THE AssISTANT NuRSE AND “First AIDER” IN THE OCCUPATIONAL 
HEALTH SERVICE 


In these days of shortage of nurses, trained nurses should be used with economy, 
in which case they need assistance. Therefore, the use of Assistant Nurses, Practical 
Nurses, or Nursing Aides, also trained “First Aiders”, is recommended, provided they 
work under strict and adequate supervision and that their duties are limited. Super- 
vision and training for them under a trained nurse is most important, for if not, there 
is sometimes a tendency to over-reach the limits of their capacity. 

Their duties can include: — 

(a) Assistance in routine treatments in the health clinic. 

(b) Assistance in First Aid. 

(c) Assistance in general maintenance and order of the department. 

(d) Assistance in preparation of dressings. 

(e) Assistance in maintenance of trolleys, instruments and equipment, and their 

preparation for use. 

(f) Assistance in other duties as deemed desirable by the Nurse in charge. 

Practice classes and refresher courses should be organised for them from time 
to time. 
NursInc SERVICES IN SMALL INDUSTRIES 

How best to give satisfactory service to small industries where the employment of 
a full-time nurse is neither necessary nor economical, is a problem in all countries. 

It is recommended that where possible a service to these small factories should be 
encouraged. Some service can be given in the following ways: — 

(a) By employing married nurses on a part-time basis. 

(b) By sharing the services of a nurse between two or more industries. 

(c) By part-time clinics being held in an industry by a nurse from a home nursing 

or visiting nursing service. 

(d) By the development of group industrial health services when several small 
industries are grouped in a district. (See appendix 6). 

(e) In Great Britain it has been suggested that where the new Health Centres 
are set up by the National Health Service in industrial areas, at least one 
member of the nursing staff should have industrial nursing training and 
experience. Her duties could be to keep a close link between the Health 
Centre and the factories in the district which is served by the Health Centre. 

DiRECTION OF OccUPATIONAL HEALTH SERVICES 


In hospital, nurses are accustomed to receive direction from doctors and senior 
nurses. In industry, especially where there is no medical officer, a nurse may find 
herself responsible to someone right outside the profession who may not appreciate 
her standard of ethics. Where there is a full-time industrial medical officer the 
nurse should be responsible to that officer; where there is a part-time medical officer 
or a doctor appointed on an “ on-call” basis, the nurse should be responsible to that 
doctor in professional matters. Where there is no medical officer the nurse should 
be responsible to a senior executive officer of the firm in administrative matters and 
have direct access to him, and when necessary in professional matters she should 
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seek medical guidance from the employee’s own doctor or from some doctor concerned 
with occupational health in an official capacity, as in Great Britain from Her Majesty’s 
Medical Inspector of Factories, appointed factory doctors, etc. (See appendix 3). 


Where there is no full-time medical officer, “ Standing Orders ” should be written 
and signed by the responsible physician. 


When a nurse accepts employment in industry where there is no medical officer 
she should acquaint her employer with the legal and ethical scope of her services. If 
she does not do so, she may find herself in the following difficulties : — 

1. Non-professional people may insist on seeing confidential medical records. 
The nurse may then be placed in the position of disclosing this information 
or resigning. 

2. She may find herself expected to take orders from a lay person on medical 
treatments, a situation not to be tolerated. 

3. She may find a non-professional Trade Union, completely unrelated to nursing, 
trying to control her and her professional nursing work in the factory. 


4. She may find her work strictly limited to “ first-aid” where her skills are not 
used to full capacity. 


It is specially recommended that an industrial nurse who is to work on her own 
should be well qualified and experienced before her appointment. She should pre- 
ferably have had some previous experience in a firm with a well organised industrial 
nursing service. 

NuRSING SUPERVISION AND CONSULTATION 


It is strongly recommended that nurses in industry should have some form of ad- 
visory service from their own profession. It appears obvious that this must be planned 
to suit the particular set-up of a country. It is recommended that before appointment 
in an advisory capacity a nurse should be well experienced in occupational health 
services and hold special qualifications. When an Industrial Hygiene Division of a 
State Public Health Department exists as it does in several countries, a nursing ad- 
visory service can be suitably provided by it if industrial nurse consultants are 
appointed to that division. (See Appendix 5c, d, e, f). 

An advisory service can be provided by the nurses own professional organisation 
as is organised by the Royal College of Nursing, England. (See Appendix 5a). The 
College provides professional and educational services for the nursing profession. The 
Professional Association and Education Department work in close liaison and can 
give expert knowledge and advice on all problems of nursing policy and post-gradu- 


ate education. A trained and experienced industrial nurse is appointed as industrial 
organiser arid consultant. 


It is strongly recommended that the industrial nurse should belong to and partici- 
pate in her professional organisation. This will enable here to: — 

(a) Prevent herself becoming isolated from the profession as a whole. 

(b) Keep up to date in modern nursing and medical trends. 

(c) Seek co-operation from other members of the nursing profession. 

(d) Maintain her own status in industry. 

(e) Find it easy to maintain high professional standards. 

It is recommended that very large concerns employing several thousands of 
people in various parts of a country should employ a Chief Nursing Officer to direct 
and co-ordinate the nursing services. (See Appendix 5b). In addition, she should 
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act as advisor and consultant to the management and the Chief Medical Officer on 
all matters of nursing policy (See Appendix 3b). 


It is recommended that more study and attention should be given to this question 
of nursing supervision in industry. 
CONCLUSION. 


Industrial nursing is one of the youngest branches of nursing and up to now 
has grown in a spasmodic and somewhat inco-ordinate manner. It is acknowledged 
that in some countries there are no opportunities for industrial nursing at present, 
while in others it is well established in many industrial undertakings. 


As yet it is not easy to standardise industrial nursing services as an occupational 
health programme has to be planned to suit the needs of a particular industry or 
group of industries. Because jt is a service largely instituted by private enterprise, 
naturally the amount of work any occupational health department can do is governed 
by the amount of money the directors are prepared to allocate to that service. Business 
men expect dividends on their investments, and with this service results are judged 
by the increased standard of health among workers. Because those in the service 
have sometimes failed to prove this value some employers have not learnt or have 
not yet been willing to appreciate the nurse’s service in industry. On the other hand, 
enlightened managements have been quick to evaluate the nurse’s services and once 
such a service is firmly established it usually progresses. 


One most important point is that today the medical and nursing professions 
generally, governments, industry and the general public are much more aware of 
the importance of occupational health. This is shown at a national level by articles 
appearing in the medical, nursing and general press ; also by special committees 
of enquiry and conferences in which industrial nurses participate, held at both national 
and international levels. (See Appendices 7 and 8). 


It is recommended that these trends of interest should be scrutinised closely by 
the nursing profession for the study of occupational health has still far to go and 
undoubtedly these services will develop in the future, though in what manner and to 
what extent cannot be foreseen with accuracy. However, it appears inevitable that 
the nurse will make her indispensable contribution to any effective scheme that may 
be put into practice. 

APPENDIX 
1. Wortp HEALTH ORGANISATION 


(a) World Health Organisation Expert Committee on Professional and Technical 
Education of Medical and Auxiliary Personnel, 1950. 
“ Industrial Health Workers.” 


“The Committee then gave special consideration to industrial health. This 
was logically consistent with the view that not only the background of living 
conditions, the family, and the home should be studied, but also the working 
conditions. It was agreed that every general practitioner and every nurse should 
have some knowledge of industrial health. At the present time very few had 
sufficient training in this aspect of social medicine. The committee noted with 
approval that important advances had taken place in recent years in many 
countries. A special diploma in industrial health had been established in Great 
Britain and in France for some years, and special courses of training were now 
widely given to nurses who wished to take up industrial health as a career. The 
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view was expressed that industrial health should be regarded as an essential part 
of public health and that isolated courses of training in the industrial branch for 
persons without prior public-health training should be discouraged. It was 
evident that industrial health had become in recent years a much more important 
subject, and industrial managements were becoming acutely aware of the need 
for medical, nursing and social work in this field.” 

(b) Expert Committee on Nursing, 1950. 

“ Industrial Nursing.” ‘ 

“The Expert Committee on Nursing agreed that industrial nurses should have 
preparation in public health nursing. It stated a preference for the plan of 
preparing for industrial nursing by completion of a post-basic programme of 
study in public health nursing, which includes industrial health and related 
courses. Nurses who have already completed a programme of study in industrial 
nursing but who have not studied public health nursing should be encouraged 
to do so and public health nurses desiring to enter the field of industrial health 
should undertake this special study.” 

(c) Joint ILO/WHO Expert Committee on Occupational Health. 

“Sufficient and suitable instruction in occupational health be given to nurses 
and nurses in training, as well as to social and welfare workers in training, in 
nursing schools and other appropriate teaching institutions. In the case of 
those who intend to devote themselves to work in the field of occupational health, 
a special certificate of competency might be conferred on passing a qualifying 
examination.” 

(Note—With reference to social and welfare workers in industry, it is, in 


some European countries, more customary for them to undertake the care of 
the health of industrial workers than the nurse). 


An interesting experiment in Nursing Education has been established in the Yale 
University School of Nursing. (Ref. “Occupational Health Integration in the 
Yale University School of Nursing” by Emily Myrtle Smith, R.N., M.s..—a 
curriculum appraisal, November, 1949, to June, 1951, published 1952 by the 
National League of Nursing Education, 2 Park Avenue, New York.”) 

In the Yale University School of Nursing, occupational health has been 
integrated in the general nursing training. This is meant to give an insight into 
the influence of occupation on health but not to train nurses for specialisation in 
this branch. Special courses of post-graduate study in industrial nursing are 
recommended for those who wish to enter for this branch of the profession. In 
this course the hospital itself is taken as an industry to provide an immediate 
working community and environment for study. Safety and health of all hospital 
personnel together with processes of a hazardous nature and their environmental 
control come within the survey. Student health and employee health services 
are also incorporated in the study. 

Special visits for experience and of observation are arranged for senior 
student nurses to a variety of industries and community services. 

“The work of the Medical Inspector of Factories in Great Britain is mainly 
concerned with: 
(i) Investigation of industrial conditions in so far as they affect the health of 


the worker, particularly in regard to processes directly dangerous to health, 
and into causes of industrial disease. 
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(ii) Special investigations in connection with questions of industrial hygiene. 

(iii) General supervision of the working of the Regulations directed against 
industrial disease. 

(iv) Supervision of the work of Appointed Factory Doctors, as well as keeping 
in touch with the work of other factory medical officers.” 

(Ref.—Handbook for Industrial Nurses—Marion West). 


“ The work of the appointed Factory Doctors in Great Britain is concerned with: 
(i) The examination of young persons up to the age of 18 for fitness for employ- 
ment. 
(ii) The medical examination of persons employed in certain dangerous trades. 
(iii) Investigation and reporting upon causes of Industrial Poisoning. 
(iv) Examination and Certificates relating to Industrial Diseases, prescribed under 
the Industrial Injuries Act, 1946.” 
(Ref.—Handbook for Industrial Nurses—Marion West). 


(a) Service of the Royal College of Nursing, England. 

In Great Britain information and advice can be obtained from the Royal 
College of Nursing. The Royal College of Nursing provides professional and 
educational services for the nursing profession. The Professional Association 
and Education Departments of the College work in close liaison and can give 
expert knowledge and advice on all problems of nursing policy and of post 


graduate education. It is recognised as the nurse’s professional organisation and 
negotiating body. 


In 1931 a Sub-Committee for Industrial Nurses was set up by the Public 
Health Section of the College and this year an Occupational Health Section has 
been formed. This section is composed of those College members who are actively 
engaged on Occupational Health service or who as College members are eligible 
by virtue of certain services rendered in the field of Occupational Health. One 
of the aims of the new section will be to give members better means of contact 
with each other and the College. For this purpose the British Isles has been 
divided into ten areas. Within these areas Occupational Health groups are to be 
formed so that local group meetings may be arranged. It is planned to have these 
groups, some of which are already set up, established so that they are within 
reasonable travelling distance for the majority of industrial nurses throughout 
the country. 

(b) Report from Great Britain. 
“ Nursing Officer in Industry” 


Some of the managements of very large organisations, and some of the 
Boards of Nationalised Industries have appointed a Chief Nursing Officer, whose 
duties are to link up the various member firms of the large organisation, or in 
the Nationalised Industries to link up the various regions into which the country 
has been divided. The Chief Nursing Officer in this capacity can give each Sister 
in her own medical department some means of contact with other Sisters who 
share the same interests, and she can do a great deal towards making them all 
feel that they are an integral part of the whole organisation, and that each one 
is an essential member of the industrial team. The Chief Nursing Officer is an 


advisor and consultant to both the management and the Medical Officer on all 
matters of nursing policy. 
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Some of the Boards of Nationalised Industries have divided the country 
into regions, and have appointed a Regional Nursing Officer to each region. This 
officer is responsible for the staffing and general administration of the medical 
centres within her region, and she is herself responsible to the Chief Nursing 
Officer where one is appointed. The nursing service of most of the Nationalised 
Industries is a new service and therefore must be carefully planned and built up 
in such a way as to best meet the needs of the industry concerned. 

(c) Report from United States of America. 

“The Industrial Hygiene Division of United States Public Health Service 
offers consultant services to nurses in industry. On the State level within the 
Department of Public Health there is also the Bureau of Adult Health which 
gives nursing consultant service to industries. On the local level in some of 


the larger cities there are Industrial Health consultants in both the City and 
County Health Departments. 


Institutes and workshops are sponsored by nursing organisations at the 
request of the nursing membership. 


Industrial nurses in the U.S.A. have their own nursing association called the 
American Association of Industrial Nurses. They have an annual conference 
which is held in conjunction with the American Association of Industrial Medical 
Officers. They have their own Industrial Nursing Journal, ‘ News Letter,’ published 
monthly.” 

(d) Report from Canada. 


“On a national level, within the Canadian Nurses’ Association as a sub- 
committee of public health there has been an industrial nursing committee which 
for some time has been more or less inactive. Provincially the organisation is 
much the same where there is any industry to speak of except in Ontario. In 
Ontario, which is more highly industrialised than other provinces, in 1950 an 
industrial nursing committee was set up, functioning much the same as the 
public health committee. This was to be tried out for two years and its future 
will be decided this year; however, it is believed that this will be continued. 
Throughout the province there are local groups and it is the chairmen of these 
groups who form the Provincial Industrial Committee mentioned above. 


Regarding the Industrial Nursing Consultant programme, there is a Federal 
Consultant, Miss Mildred Walker, Industrial Health Division, Department of 
National Health and Welfare, Ottawa. 


Ontario is the only province with full-time consultants and they now have 
two. Manitoba, which is an agricultural province, has the part-time service of 
a nurse in the Public Health Nursing Division. Quebec, it is believed, will be 
making an appointment in the not too distant future.” 

(e) New Zealand. 

The services of the industrial nurses are co-ordinated in principle through 
a Nurse Inspector from the Division of Occupational Health, Department of 
Health. This Nurse Inspector visits the nurses engaged in private enterprises at 
regular intervals in an advisory capacity. 


The Division of Occupational Health publish the “ New Zealand Industrial 
Nurses Bulletin” monthly. 
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(f) Extract from Industrial Nurses’ Bulletin, September, 1951. 
“ The Work of Industrial Health Nurses.” 


“ Industrial Health Nurses have the powers of factory inspectors in respect 
of the health and welfare sections of the Factories Act, 1946, and may, therefore, 
enter any factory in the course of their duties. 

Until more industrially trained nursing staff become available, it was 
decided that their work should be confined to those industries where there was the 
most risk to health. Arising from this to date, particular emphasis has been 
laid upon the supervision of workers exposed to the risk of lead absorption. As 


more nurses become available, the range of dangerous industries subject to super- 
vision will be enlarged ... . 


Whenever the nurses visit factories they are available to give help and advice 
on any health problems which may be referred to them. Whatever the purpose 
of a nurse’s visit to a factory, or whatever form her contact with the workers 
may take, the keynote of her services should always be the education of workers 
and management regarding their own obligation to preserve and maintain health.” 
(a) Great Britain. 

Experiments in the grouping of the Industrial Health Services for the small factory. 

During the past few years, group industrial health services have been 
developed in the country, and these include the Bedford Engineers Medical Ser- 
vice, the Cray Valley Industrial Medical Clinic and the Slough Industrial Health 
Service. 

1. Bedford Engineers Medical Service. 


This service provides a full-time Medical Officer who supervises treatments 
in the medical departments of the individual firms, but these firms administer 
their own departments. There are nine firms in this scheme employing 
approximately 5,000 workers. 

2. Cray Valley Scheme 


This venture has been entrusted to State Registered Nurses who can 
refer cases to the local practitioners. One State Registered Nurse is the Sister- 
in-Charge and is responsible for the administration and organisation of the 
Clinic, and other State Registered Nurses are appointed to work in the Clinic 
and to make visits to the medical departments of the various factories of 
the Group in order to carry out any treatment that may be required and to 
supervise the health of the workers. There are now 10 firms in this service 
employing over 1,000 workers, 


3. The Slough Scheme 


This scheme was initiated in 1947 by the sponsors—The Nuffield Health 
and Hospital Services Fund and the Slough Social Fund. It is now the largest 


group industrial health service in the world with 143 member firms employing 
15,000 workers. 


The organisation consists of a central clinic with facilities for X-ray 
examination and physiotherapy; two dressing stations to cover groups of 
factories situated at some distance from the central clinic; medical departments 


in the larger firms; a mobile dressing station and residential recuperative 
centre. 
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It has been suggested that where the new Health Centres are set up by the 
National Health Service in industrial areas, then at least one member of the 
nursing staff should have industrial nursing training and experience. Her duties 
would be to keep a close link between the Health Centre and the factories and it 
would seem that this might go a long way towards solving the problem of giving 
an adequate nursing service to the smaller factory. 


(b) New Zealand 


Four district Medical Centres have been set up by the Division of Occupational 
Health of the Department of Health. These Centres are in the charge of a District 
Medical Officer. Industrially trained nurses are employed and their work is 
concerned with the smaller factories and industries that have a health hazard. 
Many of these factories have less than ten employees. This work is expected 


to develop and it is anticipated that further Industrial Health Centres will be 
established on similar lines. 


INTERNATIONAL INFLUENCES ON INDUSTRIAL NURSING 


(a) International Conferences on Industrial Health Nursing 


International Conferences on Industrial Health were held in London, England 
in 1948, and in Lisbon, Portugal in 1951. 


Doctors from all over the world attended these Conferences. In 1948 Indus- 
trial Nurses attended for the first time. They had their own sessions and papers 
were read by them. 


Again in Lisbon, nurses from Portugal, Great Britain, U.S.A., Australia and 


Finland were there; papers being read by nurses from Great Britain, U.S.A., and 
Finland. 


This is a good beginning and we hope that as industrial nursing grows in 
importance in the eyes of the world they will be able to take a still more active 
part in these international conferences, for industrial nurses feel they have an 
important contribution to make. 


(b) World Health Organisation 


An Industrial Nurse has been appointed to the Expert Advisory Panel on 
Social and Occupational Health. 


REPORT FROM GREAT BRITAIN 


(a) The Committee of Enquiry on the Industrial Health Services 
On Ist June, 1949, a Committee of Enquiry was appointed by the Prime 
Minister in the House of Commons and the terms of reference were: 


“To examine the relationship (including any possibility of overlapping 
between the preventive and curative health services provided for the population 
at large and the industrial health services which make a call on medical man- 
power (doctors, nurses and auxiliary medical personnel): to consider what 
measures should be taken by the Government and the other parties concerned 


to ensure that such medical man-power is used to the best advantage; and to 
make recommendations.” 


The Committee was set up under the Chairmanship of His Honour, Judge 


Edgar T. Dale. The Report was published in 1951. Some of the recommendations 
were as follows: — 
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1. The existing industrial health services are most important to industry and they 
are in many ways complementary to the National Health Service. We advise 
that they should be maintained and encouraged to expand with due regard 
to the demands of all other health services for medical man-power. For the 
most beneficial development of the National Health Service, Public Health 
Services and Industrial Health Services, the three must be co-ordinated. 

2. The voluntary »rovision of industrial health services by employers, 
individually or collectively, should be encouraged. 

3. The ban that had been imposed on substantial further development of the 
industrial health services while the Report was being compiled, should at 
once be lifted. 

4. Where an organisation is large enough to employ several State Registered 
Nurses, it may be possible to extend the services of State Registered Nurses 
by the employment of State Enrolled Assistant Nurses and First Aid Assistants. 

5. In order to co-ordinate the development of the industrial health services fully 

and effectively with the general health services, there should be formed a 
Standing Joint Advisory Committee with strong medical representation, con- 
sisting of representatives of, or persons appointed by the Ministry of Health 
and the Ministry of Labour and National Service, together with represent- 
atives of The Ministry of Fuel and Power, employers, workers, doctors and 
nurses. 

6. The employment of male State Registered Nurses in industry should be advised 
wherever practicable. 

(b) The Committee of Enquiry in Non-Industrial Employment 

On Ist January, 1946, the Committee of Enquiry into the Health, Welfare and 

Safety in Non-industrial employment, and the hours of employment of juveniles was 
set up under the Chairmanship of Sir Ernest Arthur Gower, C.B.E., K.C.B., and the 
report of this Committee is known as the Gower’s Report. 

Recommendations of the Gower’s Committee were made on behalf of persons 

engaged in: 
Shops and Offices; Hotels, Restaurants and catering industries generally; 
Indoor and Outdoor Entertaining; Rail and Road Transport; Agriculture; 
Fishing and Shipping; Domestic Employment; Miscellaneous Occupations; 
Juvenile Workers. 
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MIND, MANNERS AND MORALS 
SOME PROBLEMS IN CULTURAL 
READJUSTMENT 
by 
Mr. S. BIESHEUVEL 


Director, National Institute for Personnel Research 
South African Council for Scientific and Industrial Research. 


This paper was delivered as the opening address in a course of lectures 
organised by the Transvaal Nursing Education Discussion Group, of the South 
African Nursing Association, The object of the course was to give European 
nurses who come into contact with African nurses, either as supervisors or as 
tutors, some appreciation of the difficulties encountered by the African nurse 


in adjusting both to the standards of the nursing profession and the require- 
ments of Western society. 


Tue EFFeEcTs OF CULTURE ON BEHAVIOUR AND WAYS OF THOUGHT 


Although the way in which we think, act and feel would appear to be a matter 
of human nature, in fact it is only “second nature,” for our ways of doing these 
things are largely determined by the kind of society in which we have grown up. 

This is obvious in matters of social customs, and examples come readily to mind, 
such as the fact that people in the Commonwealth keep to the left, whilst the rest of 
the world keeps to the right; that Americans eat with a fork, the British with knife 
and fork, whilst some Continentals are known to eat with a knife; that Western man is 
polite to a lady, gives her his seat in a full bus, and carries her parcels, whilst the 
tribal African male walks or rides ahead of her, and she follows carrying the luggage. 

It is not commonly realised, however, that cultural factors can go far more deeply 
than that, and can affect the way in which we see and think about the world, and the 
role of man in it. Thus, having broken a glass, the European child might say “I 
broke it,” whereas without any attempt at dishonesty, the African child might state 


“It broke,” the concepts of causality and of personal responsibility being quite differ- 
ent in the two cases. 


Tue AFRICAN’s CONTACT WITH WESTERN CIVILISATION 


Although Western civilisation in most parts of South Africa is already over 100 
years old, for most of the African population it is still something new and strange, 
and often incomprehensible. Large numbers are still living in a tribal state, and 
many of those in urban areas retain contact with, or had their early years moulded by 
tribal culture. Even the thoroughly detribalised have not become absorbed in our 
society and its ways, for they are in it, but not of it, their assimilation of our ways 
and thought being more a matter of chance than of systematic indoctrination. 

How, for example, can we expect the African to be as conscious of time as we 
are? It played little part in his own culture, and in our society the circumstances of 
his life—the long bus queues, the distances he has to travel to and from work, the 
differential wage rates—all combine to make the saying “ time is money” less true 
for him than for us. His economic position is insecure; it tends to make him fatalistic, 


and there is no point in his worrying about an hour or a day here and there. Lack of 
punctuality inevitably results. 
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An African housemaid, having been taught to lay the table in a certain way, will 
always lay it that way, regardless of changes in circumstances or of the courses to be 
consumed. The niceties of table etiquette are difficult to grasp, particularly for people 
who are used to eating with their fingers, and who are rarely given the opportunity, 
either in their own home or in the home of those they serve, to partake of a variety 
of dishes, or to appreciate and use the refinements of table equipment. Hence an 
unvarying rule or ritual is established, and there still remains enough of their own 
tradition for them to know that ritual is important and that rules must be literally 
observed. 

The average European never stands outside his own culture to look at it as he 
would at himself, in a mirror. And even if he did, he would require the eyes of the 
social scientist to see the assumptions in his own society that shape the mind of Western 
man. For despite its power, and its effectiveness, and the way it has spread over the 
world, European culture is but one among a number of ways in which men live and 
conceive of reality. Those reared within it are generally not conscious of its charac- 
teristic ways of thought. Let us imagine for a moment a future race of men who 
could not see, but who moved about by radar. They would be able to orient them- 
selves just as well by night as by day and light would be irrelevant to them. They 
would never think of themselves as sightless men, for they could not be aware of the 
conceptions appropriate to a visible world, and of the things one can do in it, such as 
admire the colour of a flower, tell the time by the sun, go to the cinema or indulge in 
women’s fashions. Conversely, to move about safely and rapidly in complete darkness 
would be “ natural ” to them, a way that would never be contrasted, except possibly by 
some scientist among them, with the crude ways of men with eyes. And if by chance 
there happened to come among them from some long lost valley, men who could see, 
these men would no doubt be considered defective or stupid, because they would be 
lost in a world which had no use for light, and which had organised its ways of life, 
habits and goals accordingly. 

The case of the African in our midst is a subtler one, because there is no such 
gross differences between the way in which he, and in which the European, perceives 
the world. The analogy of the radar-eyed men is only intended to make clear how 
we may be unaware of the assumptions that underlie our own ways and our own 
thinking, that we may be unjustified in looking upon the requirements of our own 
culture as self-evident, that it may not be true that “ anyone can see that things should 
be done in this way and for that reason,” and that inability to replace the ways of 
one’s culture with those of another that have never been made explicit because they 
are wrongly believed to be self-evident and natural, may not be a sign of stupidity. 
Is THE AFRICAN’S Minp INFERIOR ? 

Yet that is what most Europeans believe the African to be, when he does things 
in an apparently automatic and unthinking way, when he seems unable to apply a 
lesson learned in one set of circumstances to another slightly different set, where only 
the principle, but not the exact details, are relevant. 

What scientific evidence have we for the belief that the African’s mind is inferior 
to that of the European, in respect of learning ability and the ability to grasp essentials? 
It is frequently held that the African races are the only ones that have not achieved in 
the past some form of civilisation, that despite some centuries of contact with Euro- 
pean civilisation, their progress in adapting themselves to it has been slow, that even 
now they do not benefit from schooling and University education to quite the same 
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extent as the European does, and that their performance on the usual intelligence tests 
is generally inferior too, or different from that of an average European group. These 
facts cannot be disputed, but are they necessarily an indication of perpetual inferiority ? 


The last word has not yet been said on the rise and fall of civilisations and the 
African climate may well have had something to do with the dormant state in which 
the African’s mind has remained for so many centuries. It has been shown con- 
vincingly that the development of intellectual potentialities depends on nutritional 
condition, on freedom from debilitating diseases, on the stimuli that go out both from 
the phsyical and the cultural environment, on the attitude and education of the parents, 
on their solicitude for their child’s development, on the role and functions which the 
community expects the individual to fulfil, and on the quality of the education he 
receives. In respect of all these factors, the scales have been weighted against the 
African, from his development in the womb of a malnourished mother, through his 
upbringing in a home environment that can often not provide the formative influences 
required for adjustment to Western civilisation, to his education—if any—in schools 
where the facilities and competence of teachers cannot offer the intellectual nutriment 
received by the European child. Under such conditions, intellectual potentialities 
cannot achieve their full deployment; growth is retarded and finally arrested at a 
lower level than that achieved by the average European. 


In the case of the tribal African, there is the further influence of his own culture 
to be reckoned with. This may favour the growth of mental qualities that are of little 
consequence for success in European society, such as woodcraft, knowledge of the 
ways of game, a highly developed musical and rhythmical ability and the like. The 
conventional intelligence test gives an entirely false impression of the intellectual 


capacity of such people, whose minds may have considerably more power or common- 
sense than the test would reveal. 


The question must be put whether the African would equal the European in intel- 
lectual ability if the opportunities for development were equal. There is a possibility 
that as a result of natural selection and other genetic influences, the African has greater 
potentialities for the development of certain abilities than for others, although his 
overall learning capacity may be about the same as that of the European. Another 
possibility, again based on genetic causes, in this case the effects of adaptation to the 
rigours of a tropical climate, is that the African is more indolent, has less staying 
power, than the European, and that he will therefore not apply his abilities as effectively, 
or deploy his potentialities as fully. These must remain open questions until science 
has provided a conclusive answer, which so far, despite confident claims to the con- 
trary by partisans on either side, it has not yet done. 


Meanwhile it would be wise not to blame the African’s slowness in adjusting to 
our way of life, and in making the best of the training we give him, on an unalterable 
stupidity, but rather to project ourselves into his position, to recognise his difficulties, 
to give him insight into what we require of him, and to adjust our methods of instruc- 
tion to his current limitations and outlook. Meanwhile as citizens we should accept 
some responsibility for the betterment of those social conditions that undoubtedly 
depress the level of African ability below its potential level. The gain in contentment 
and in efficiency, the reduction in friction and misunderstanding that would result 
from such an attitude would render our country a happier, a wealthier and safer 


place for all. 
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THe MANNERS OF THE AFRICAN IN A EUROPEAN SOCIETY 


Manners are more superficial aspects of human behaviour, and also more change- 
able than abilities; but they are the surfaces where people touch in their everyday 
relations. It is here that friction is engendered, which sets up irritations that determine 
attitudes on more fundamental matters. Conventions facilitate the flow of social life, 
but again one must truly belong to the social group to accept them as one’s own. 


The foreigner always reveals himself as such by his ignorance of local conventions 
and by the difference in his manner. Such differences are tolerated and even con- 
sidered amusing; but then our contacts with the foreigner are only temporary, whilst 
he visits our country or we travel in his. This too is our reaction to the African and 
his ways, seen as “ native life,” when we travel in the reserves. When he comes to a 
city as a worker, however, we expect him to fall in with our ways. The melodious 
calling from hill-top to hill-top in the Transkei is less satisfying when practised in our 
streets, and the habits of cleanliness of the picturesque hut do not look so good when 
transferred to our luxury flat. 


Habits and manners, however, are not like clothing that one changes according to 
circumstances. One can change them only by changing one’s way of life and one’s 
group membership. Here the African is in a difficult position. If he continues to 
belong in spirit to his own group, the manners that go with it are likely to conflict 
with European requirements. He cannot belong wholeheartedly to European culture, 
because he is not a full member of European society, and he does not possess the means 
of creating his own copy of it on a parallel basis. In fact, many Europeans tend to 
resent his adoption of European dress and manners, and to prefer the rural native 
with his respectful and traditional ways to the “ city-slickers,” not realising that it is 
inconsistent to demand a complete responsiveness to the ways of European society 
together with the manners and ways of living of an alien culture. 


What actually happens is that large numbers of Africans live in a transitional 
society, in which all kinds of traditional practices persist together with new habits, 
creating a plastic and as yet formless amalgam of manners and customs and a confused 
outlook that makes the establishment of good human relations between individual 
members of the two racial groups rather difficult. 


Behaviour in primitive society left no scope for individuality. One’s relations 
with other people and the manner in which they were observed were prescribed in 
detail, hedged in with taboos, made real through ritual practices and enforced by 
ritual sanctions. Such factors as the precise degree and nature of one’s kinship with 
another person, one’s status and functions within the community, the state one 
happened to be in at a given time (pregnant, menstruating, single “ unclean ”) deter- 
mined the form of an individual’s behaviour and that of others towards him or her. 
Little of this is still relevant to the present state of African society, but a strong 
feeling for kinship has remained even in the cities, and some attitudes and manners 
relating to kinship concepts persist. Among many, age still demands respect, and 
status may also determine one’s behaviour towards another person, though the symbols 
of status may have changed, it being less important to be a headman or witchdoctor, 
than to be a teacher, minister or medical man. 


The European’s lack of understanding of the African’s ways derives largely 
from the lingering on of tribal conventions in his everyday behaviour in a Western 
cultural context. It is hard for a European to discover why an employee suddenly 
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wants to leave, or why he simply vanishes without a warning or a word. In his inferior 
status, it would be disrespectful for the African to give the rea] reason, which is that 
he is dissatisfied with some feature of his employment. He therefore just goes, or 
discreetly disappears. Similarly if his father commands him to come home, whatever 


the reason, this is a more compelling fact than that his employer wants to take his leave 
as previously arranged. 


Europeans might be helpful to gain a better understanding of the African’s mind 
by making a study of his tribal background and conventions. If they could bring this 
knowledge to bear on their personal relations with Africans, even if this would not 
remove the conflict of interests that so frequently arises, they would at any rate feel 
less baffled or let down, and the feeling of an unbridgeable gap between essentially 
different beings would be lessened. With understanding, there would be some basis 
for the establishment of better relations between the races. 


In those who have more closely indentified themselves with European modes of 
behaviour, one often finds an aggressiveness of manner which is really a false con- 
fidence, adopted almost unconsciously to hide a feeling of standing on uncertain 
groun|, a kind of whistling in the dark to keep up courage in this as yet strange 
environment of manners and obligations, with many obscure corners and unexpected 
hazards. Often one becomes aware of an inappropriateness in manner, such as the 
use of high-flown language, undue familiarity, or the adoption of affectations appro- 
priate to persons of obviously different social status. Such crudities are understand- 
able when one considers how few opportunities the African has to learn “ savoir 
faire.” They should not be interpreted as pompousness or presumption, or be treated 
as an occasion for ridicule. 

CHARACTER AND Moras 


This brings us to character development, the most important aspect of the 
adjustment of Africans to the requirements of Western civilisation. We can pass 
over the belief that Africans have a weaker moral sense than Europeans, as prejudice 
and bad psychology. We cannot, however, ignore the generalisation of many persons 
with thorough knowledge of Africans in all kinds of situations that they work less well 
in responsible positions than under supervision, that there is an element of unreliability 
in their behaviour, so that one is never quite sure where one stands with them, and that 
there is a lack of personal integrity, in positions of trust, at a professional level, and 
all the way down the employment scale, particularly in matters where money is involved. 
One also hears the accusation of hardness, lack of sensitivity, indifference to suffering, 
which would imply the absence of humanitarian values, except specifically in circum- 
stances where prescribed relationships obtain. Like all generalisations, these state- 
ments regarding the character of Africans can obviously only apply to proportions of 
groups, and not equally to all African communities in various areas and various 
stages of detribalisation. Yet such observations are sufficiently frequently made, by 


people who are open-minded and well-disposed towards Africans, to require an 
explanation. 


In the circumstance under which Africans live and are brought up, in the con- 
flicts engendered by two cultures, explanations are indeed readily to be found. In 
African tribal cultures, there is little that resembles individual responsibility. Things 
are done, or not done, because they are prescribed that way, and they are prescribed 
because the interests of the group demand it. Legal, rather than absolute moral prin- 
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ciples as we understand them, govern conduct. Thefts, assault, and similar offences are 
considered wrong and are punished because they endanger the stability of society and 
harm its institutions; but if they can be committed without anyone being aware of it, 
society is not harmed and one is not guilty of an offence. One need feel no sense of 
having sinned, for one is undetected. The individual learns the behaviour that is 
expected of him in a ritual way and the code is enforced by ritual practices in 
which the entire community plays a part. With the disintegration of tribal life, 
these restraints on behaviour have all but disappeared, yet the vacuum has not been 
completely filled by the inculcation of European standards and values. 


The channels through which a child normally becomes acquainted with the moral 
requirements of Western society are the home, the church and the school. For many 
African children in the towns, home life is all but non-existent, and even where living 
conditions are tolerable, and parental relationships are normal, one cannot expect 
much guidance to Western morality from parents who are still closer to tribal than 
to Western culture. The family itself is not properly integrated with the society of 
which it forms a part, because Africans are subject to all kinds of social restrictions, 
and their ultimate place in European society remains undefined. It is only when 
the individual is fully a member of a group that he can be expected to make the 
values of that group truly his own, and that he will be sustained by group feeling 
in observing them. If the moral standards of the European community are not yet 
fully honoured or properly understood within the African family, one can hardly 
expect them to become part of the character structure of its children. Neither the 
church nor the school can be fully effective when the home has failed to lay the 
proper foundations for character development. The church does not by any means 
touch all members of a community, and to those it does, its ritual, rather than its 
moral teaching, may be the significant element. The idea of a moral God and of 


personal conscience may also be difficult to put across against the background of 
African beliefs. 


Even fewer Africans have the benefit of education than of organised Christianity, 
and in school education the emphasis is on knowledge rather than on conduct. In 
any case, the verbal knowledge of a principle does not necessarily establish its validity 
for everyday behaviour. It is its endorsement by a society one recognises as one’s own 
that is the operative factor. 


It is therefore idle to expect the moral behaviour of the detribalised African to 
be determined by internal restraint to the same extent as it is in the average European. 
There will be the residual loyalties and attitudes from the tribal background. There 
will be confusion and uncertainty regarding the meaning of certain Western moral 
requirements. Above all, in many instances, these requirements will lack the com- 
pelling force they have for Europeans because the African’s self-respect is not involved 
to the same extent in their observance. Because a stable, urban African society 
has not yet come into being, because it has not yet adopted European codes fully as 
its own, the breaking of Western codes is still less a matter of offending against the 
standard of one’s own community than against those of an outside group. And as 
this outside group does not consider Africans their equals anyway, and there is a 
good deal of hostility between the two, European disapproval does not touch African 
self-respect as it would if the moral code was fully endorsed by their own community 


life. 
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Another point that has to be considered is that the pressure to transgress or to 
fall below the standards of European society is particularly great. Poverty is the 
all-pervading element in African communities. There is no security in their economic 
life. There are few compensations that the squalor of life in many urban locations 
has to offer. The migrant labour system places a premium on sexual immorality. 
And at the higher professional levels, we come again up against the fact that because 
integration with the social stratum and the associations of white members of the 


profession is discouraged, codes of professional practice have not yet fully found 
root in their African equivalents. 


To the extent that internal restraints are defective, or highly selective in their 
operation, it becomes necessary to rely on the external restraints of the law and its 
punishments. Here, too, the African is at a disadvantage, for he is still subject to a 
number of laws that relate to his tribal life, many of them irrelevant or meaningless 
in his changed circumstances. He is also subject to the laws that govern European 
conduct, and to a number of others specially enacted to control his movements and to 
define his rights and duties in a European society. It is therefore not surprising that 
infringements are frequent, and that respect for law and order, which is in itself 
a civic virtue and a manifestation of character, is thereby impaired. 


It is in the light of these social factors that we must consider the moral behaviour 


of Africans and the problem of getting them to conform willingly and with under- 
standing to the values and standards of our society. 


The residual effects of tribal traditions will show up in particular where loyalties 


to their own kin are involved. The African’s family obligations are immense, and he 
is under considerable pressure from within, as a matter of conscience, to honour 
these obligations. If this means an infringement of the moral values of the European 
community, in the form of theft, corruption or bribery, the conflict between doing 
what is intellectually known to be wrong, and what is felt as a filial duty to be right, 
is bound to end in favour of the latter. As, in the tribal context, that which served 
the interests of the group and was enjoined by it, was considered to be right, so 
now a group of “ brothers,” of fellow-students, or of tribal members, having agreed 
that certain things are in their interest and therefore right, may act against authority 
and knowingly infringe a law or regulation that gains its validity from an alien and 
therefore irrelevant group context. The outbreaks of violence that so frequently occur 
at African boarding schools may be accounted for on this basis. 


The persisting belief in the existence of witchcraft must also be recognised. 
Witchcraft is believed to be a factor determining the actions of men, and there are 
therefore many occasions when one cannot be held personally responsible, because a 
sorcerer compelled certain things to happen. That this belief weakens character as a 
determinant of behaviour, in particular conscience and will, is obvious. 


A good example of the confusion between old and new, of an ancient outlook 
being dressed up in a modern guise, is provided by a West Coast community where 
a tribal authority issued an order, duly printed, in which the status of each member 
of the community was defined in terms of the adultery money he would have to pay, or 
that would have to be paid to him, should he be involved in such an offence. That 
status should be determined in relation to what is accepted to be an offence, punishable 
by fines, is a strange inversion of morality as we see it. A further curious feature 
of this order is that the fines were fixed largely in terms of cases of whisky and gin. 
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Nearer home we find the state of flux in which social practices exist at the 
moment well illustrated by marriage ceremonies. Civil, Church and traditional mar- 
riage ceremonies occur indiscriminately; but for many individuals, particularly in 
the unstable town populations, the payment of “lobola” would still appear to be 
the only binding element. 

On the subject of theft, one also meets with varied attitudes. In an investigation 
carried out some years ago into African attitudes towards European ideas of right 
and wrong, the opinion was generally expressed that if a man was desperately hungry 
and had neither money nor work, he was not a thief if he took a loaf of bread from 
a shop and consumed it then and there. If he ran away, however, he thereby became 
a thief. Also if a man who was travelling took some mealies from a field to satisfy 
his hunger, he was no thief if he placed the leaves on the ground, to show that he had 
taken the mealies. A servant who took some of her mistress’s coffee, bread and jam, 
to feed a hungry relative who happened to knock on her door, was not guilty of 
theft either, for this was an act of hospitality which it was her duty to perform. 

In this same investigation, an attempt was made to study to what extent educated 
adult Africans had insight into the nature of certain abstract ethical values, and into 
the relative importance of certain attitudes. It appeared that the ethical foundation 
of behaviour was pretty generally understood. Ethico-legal and religious sanctions 
were equally endorsed as the most valid and important, the rank order of the other 
sanctions or attitudes that were studied being: expediency, tribal tradition, fear, 
non-compliance with European requirements, compliance and pleasure. This rank 
order might, however, be completely upset in situations of a specific nature. Thus 
it was found that the ethical attitude tended to prevail in particular in situations 
where some problem in purely personal relations was posed, such as respect for the 
property rights of an individual, or adherence to contractual obligations towards an 
individual. But where an element of black-white group relations entered, such as the 
precedence which an African customer owed to a white customer in a shop, the duty 
to work under prevailing socio-economic conditions, the disgrace of having to go 
to prison, the non-compliant attitude tended to be more frequently endorsed. 


CONCLUSIONS 


Again and again throughout this paper, the conclusion has had to be drawn that 
in order to achieve a better adjustment of Africans to European civilisation, in respect 
of ability, general demeanour, human relations and morals, it will be necessary for 
them more fully to assimilate the fundamentals of Western culture, which in turn 
means their obtaining a more clearly defined and stable place in our society. 

Many believe that the separate development of Africans “ along their own lines” 
would provide an alternate solution to this problem. A separate community would 
presumably have banks and factories, would have to use farm machinery and 
mechanical transport, would have to establish professional services and to maintain 
hospitals and schools. Consequently it would still be necessary for its members to 


exercise the abilities or practise the virtues that are inseparable from Western tech- 
nological efficiency. 


This conclusion does not compel one to plead for the removal of all social or 
political barriers that South African public expects to be maintained between the 
races. It would be sufficient to establish the kind of environment in which the values 
one would like the African to make his own could take root and thrive. This would 
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mean considerable economic advancement, good housing, health and educational 
services, social security, responsibility for the management of local affairs, and some 
form of participation in the affairs of the South African nation as a whole. 


Whatever happens, the guidance of the European will be required for many 
years to come. If the human relations involved in this guidance are good, then on 
the part of the African a positive desire will be fostered to follow our precept and 
example. There will be a walking along the same road, towards the same moral 
goal. On the part of the European, there will then come about an increasing willing- 
ness to grant opportunities and facilities, because of a realisation that these will be 
well used. If human relations are bad, there will be sullenness, non-compliance, and 
a rejection of European aims, standards and values on the part of the African, not 
because these values are considered to be bad, but because they are European. On 
the part of Europeans, there will then arise a conviction that there are certain limits 
beyond which the African is incapable of going, and that there is no possible basis 
for co-operation anyway. 


Such a state of affairs would be disastrous to all concerned. Hence our im- 
mediate objective must be to establish better human relations. This requires a better 
understanding of each other’s point of view. To gain this, some attempt must be 
made to appreciate the present state of mind of Africans and to understand the 
intellectual and character background with which Africans approach European society, 
and the difficulties they experience in assimilating our values and our manners and 
in following our ways of thought. In so doing we are likely also to learn a good deal 
about ourselves, which will be all to the good. 
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Extracts From ICN’FNIF News Letters 
Visits to Greece and Italy 


by 
MISS ELLEN BROE 


October, 1955. GREECE 


After the close of the Board of Directors’ Meeting in Turkey this year, I left 
Istanbul on 6th September, 1955 to visit Greece. I had only five days at my disposal 
for this visit, but what content these few days had—impressions of beauty and culture, 
and information and observations of great professional interest. The history of art and 
culture, and also of medical professional work, comes close to one in Greece and fills 
one with admiration for the past. The Greek people themselves are very much 
aware of the value of their ancient history and they are moulded by it. The Greek 
nurse, who was our guide and interpreter both on cultural and professional visits, 
Miss Papamicrouli (who was a Florence Nightingale student at the Royal College of 
Nursing in London, 1949-1950), was a master in making ancient Greece live before 
our eyes. We visited the Archeological and Byzantine museums in Athens; Daphne, 
with its beautiful mosaics from the 3rd Century, which are counted among the best 
and in line with Ravenna; and Epidaurus, the Aesculap Temple, which is assumed 
to be the first known hospital in the world. 

Although everything in Epidaurus is in ruins, one receives a very vivid picture 
of this hospital, which dates back to 500 B.C. and could accommodate approximately 
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five hundred patients. It was planned to give them, within its beautiful framework, 
a treatment not at all unlike that of our day, with perhaps even greater stress on 
the “ mental welfare of patients.” On a marble plaque displayed in the adjoining 
museum is inscribed an account by a patient of his own treatment on admission to 
the hospital (the following being a very “ home-made ” translation of the text given to 
me by Miss Papamicrouli): — 


“T came here as directed by God, suffering from many diseases mainly located 
to my stomach. I was told to keep calm and refrain from anger and all 
worry. I was given baths and relaxing exercises and was to eat a diet of 
bread, cheese, vegetables, milk and honey, and wine was poured over my 
head. I was to confess my sins to the Priest and after that to stay isolated 
for at least two days in complete silence and with my head covered. After 
my preparation, I was taken to the holy place (the Abadon) where God 
appeared to me during my sleep.” 


This description serves almost as the key to the tour round the hospital, where 
one can clearly see where the various sections have been; in the centre the circular 
room which was a common room for the patients; the conservatory where soothing 
music was heard is on one side, the gymnasium for physical exercises on the other. 
In the background on both sides the wards were placed, and next to them a great 
number of small bathrooms. At the back of the wards, one enters the Abadon, the 
holy place, or the dream hall, where the patients, after the length of time of pre- 
paration indicated for their type of illness, were taken to have their health restored 
through sleep. To this part of the Temple, only the patients and the priests were 
admitted. On the left side of the Abadon is the labyrinth which has been the subject 
of much discussion, one hypothesis being that it was used for shock therapy of 
psychiatric patients. Most likely though, it was simply the place where the holy snakes 
(the snake being the symbol of Aesculap), small yellowish grey non-poisonous snakes, 
-which were used for therapeutic purposes, were kept. Close to the Temple is the 
theatre with 18,000 seats—very well preserved and with wonderful acoustics. The 
performances here were not only used as a means of therapy for the patients, but 
also for teaching purposes in the preparation of those who cared for the patients. 
Although these were mainly priests of the Temple, they must have had considerable 
skill in medicine and psycho-therapy. Even some surgery must have been carried 
out according to the finds made in the Temple of surgical instruments. 


The most wonderful impression of ancient Greece is perhaps received when one 
stands on the Acropolis at the time of sunset, when the shadows grow long and 
Mount of St. Paul is painted a warm pink and one looks over the beautiful city 
of Athens, remembering its past and cherishing great hopes for its present and its 
future. 


The present day is, in its way, no less interesting than the glorious past of 
Greece. Nursing has a good tradition and the nursing profession a very good status 
in the country. Greece has in all five schools of nursing. All of them are independent 
schools (independent, with regard to administration and budget, of the hospitals in 
which the students receive their practical experience). They are under the control 
of the State Health Department, where the Chief Nurse, Miss Helena Petralia, holds 
all the threads in her able hands. Four schools are in Athens—the Red Cross School, 
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Evangelismos, the Military School and the State School, which prepares for public 
health nursing as well as hospital nursing within the 3-year programme. All schools 
of nursing give some public health nursing, but the State School gives six months 
supervised experience. The fifth school is in Salonika and was established recently. 
All the schools are of approximately the same size, receiving about 150 students in 
all. The students get their instruction partly in Study “ blocks,” 22 weeks for the 
preliminary period and 10 weeks in the second and in the third year, partly through 
concurrent instruction from day to day. The students spend six hours per day in 
clinical experience. English is taught as a subject in the schools of nursing as, until 
now, the schools have depended very much on American and British textbooks. At 
present, there are approximately 1,400 graduate professional nurses to a population 
of 8,000,000. Recruitment to the schools of nursing is excellent (10 applicants to 
every one that can be admitted), although the equivalent to University Matriculation 
is required. Asked if there is a desire to open more schools of nursing, Miss Petralia 
replied that it may be considered but only if the authorities are willing to fulfil 
the requirements for the type of schools which will keep up the professional standard 
now established. My programme was taken care of by Miss Athena Mesollora, 
President of the Hellenic National Graduate Nurses’ Association, assisted by Mrs. 
Maria Eleftheriou, Director of the Red Cross School of Nursing, and to them go my 
warm and grateful thanks for the wonderful way in which they combined the pro- 
fessional observation and visits of cultural value with the opportunity to meet people 
in a social way. The generous hospitality extended to me at the Rest Home of the 
Hellenic Red Cross at Kifissia was heart-warming. Here I had the opportunity to 
meet a great number of Greek nurses, representing hospitals and schools of nursing 
in Athens, at a delightful evening reception. The President of the Hellenic Red Cross 
came to meet the foreign nurses on this occasion and a visit was also arranged to his 
office at the Hellenic Red Cross Headquarters. On both occasions, we were given an 
impression of his strong interest in, and support of, the nurses. I look back over my 
short visit to Greece with a feeling of warm appreciation and gratefulness to the many 


people who made my stay so profitable and enjoyable and showed me such great 
personal kindness. 


ITALY 


Two days (11th to 13th September) were all the time I had for my visit in Rome 
on this occasion, but as Rome is an old friend I feel at home as soon as I step out 
of the plane. My warm thanks are due to Miss Antonietta Sgarra, the President of 
the Consociazone Nazionale delle Associazioni Infirmiere Professionali e Assistenti 
Sanitari Visitatrice, who, in collaboration with Miss Bice Enriques, Sovraintendenza 
Nazionale Scuole IPEASV, had made arrangements to use my brief stay in the 
best possible way and gave me such generous hospitality. An evening drive gave me 
an opportunity to see again some of the most interesting and colourful scenes in 
Rome and culminated in a delightful dinner, the September evening being warm 
enough to allow us the luxury of eating out of doors. An all-day visit was made to 
the Red Cross School of Nursing, where Miss Platter the Director and her staff gave 
me a most interesting time seeing the school and hearing about the teaching pro- 
grammes. The school conducts both a basic professional programme and courses for 
Ward Sisters in Administration and Clinical Specialties. It is an independent school 


which affiliates for the clinical experience of its students with several hospitals, mainly 
the University Clinics. 
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When Miss Sgarra and Miss Enriques joined us at the school an interesting dis- 
cussion on the plans of Education for Schools of Nursing in Italy took place, which 
continued during a drive (as guests of the Italian Red Cross) to Frascati and Castel 
Gandolfo, not preventing us, however, from enjoying the interesting and beautiful 
countryside. 

It is to be hoped that many nurses from ICN member countries will be able to 
participate in the 11th Quadrennial Congress now being planned to take place in Rome 
in 1957. It will give them the opportunity to get acquainted with the interesting pro- 
fessional developments which are taking place in Italy today at the same time as they 
enjoy the beauty and charm of the country and the rich historical memories which are 
being combined in such a skilful way with modern art and architecture. 


January, 1956 


In this, the January News Letter (being the first to be circulated in 1956) we take 
the opportunity to send to our many friends in all parts of the world, greetings and 
good wishes from all members of Staff at ICN Headquarters. This promises to be a 
busy year for all of us and we can all gain stimulation from each other’s activities. Some 
of these activities can be shared through the auspices of the ICN News Letter, which, 
during the past five years (for we are entering the sixth year of its circulation) has 
kept our Member Associations and other interested organisations in touch with ICN 
Headquarters and with each other. We shall try to continue this service and to 
improve on it during 1956; and for this purpose we welcome items of news which 
through the News Letter we can relay to the nursing profession in more than sixty 
countries with which we are in contact. 


ICN Eleventh Quadrennial Congress 
One of the major activities during 1956 will be preparations for the ICN Eleventh 
Quadrennial Congress to be held in Rome from May 27th to June Ist, 1957. During 
February the ICN Congress Programme Committee expects to meet and to consider the 
. suggestions which have been received for subjects to be presented at the Congress. 
Seventeen of our Member Associations have submitted suggested subjects, and in 
certain cases suggested speakers; and we are indeed grateful for this helpful 


collaboration which will make the task of the Programme Committee an easier, as well 
as a most interesting one. 


ICN Representation 


Many Congresses, Conferences and other professional meetings are scheduled to 
be held during the coming year, and wherever possible and appropriate we shall try 
to ensure ICN representation. 

We hope, for example, to appoint representatives to attend the Ninth World 
Health Assembly due to open in Geneva on May 8th; we are grateful for the interest 
which our own Member Associations have shown in the Technical Discussions to be 
held during the Assembly, and we are glad and grateful to be able to record that 23 
of these Associations have prepared and sent to us summaries of the discussions which 
have been held in their countries on the subject of the WHO Technical Discussions— 
“Nurses: Their Education and Their Role in Health Programmes.” All these 
summaries have been forwarded to the WHO Nursing Section to assist the Section in 
preparing “ background ” material for the use of Government delegations attending 
the Assembly. These summaries have also provided the ICN itself with excellent 
information for use and for filing. 
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In addition to the World Health Assembly, we shall hope to appoint representa- 
tives to attend the WHO Regional Committees which are usually held each year in 
September and October in their respective regions. 


We shall also keep in mind that an /nternational Conference of Social Work is to 
be held in Germany (Munich) in August; also in August, the World Federation for 
Mental Health is to hold its Ninth Annual Meeting in Berlin; the Eighth International 
Congress of Pediatrics will be held in Denmark (Copenhagen) in July; and the Third 
Conference of the International Union for Health Education of the Public is to be held 
in Italy (Rome) in April. 


At all of these conferences we shall try to have direct representation, and no doubt 
nurses will also be attending on behalf of National Nurses’ Associations. 


Finally it is gratifying to know that through our representatives (Miss Annabelle 
Petersen and Miss Ruth Martin) we are kept regularly informed of meetings at United 
Nations Headquarters in New York; and we are assured that any matters affecting 
nurses which may arise at these meetings will be faithfully reported by our 
representatives. 


World Health Organisation—Executive Board 

The 17th Session of the WHO Executive Board opened in Geneva on January 17th, 
1956, under the chairmanship of Dr. Al-Wahbi, Director of the Karkh Hospital, 
Baghdad, Iraq. Seventeen members attended and participated in the meetings of the 
Executive Board, designated by the following countries: — 


Argentina Finland Portugal 

Austria France Saudi Arabia 

Burma Indonesia Switzerland 

Chile Japan Union of South Africa 
Costa Rica Pakistan U.S.A. 

Ecuador Philippines 


As a non-governmental organisation in official relationship, the ICN is regularly 
invited to send a representative to the Executive Board, and the Executive Secretary, 
with the approval of our President, Mademoiselle Bihet, was able to be present during 


the first week of the meetings. 


Of particular interest were the Reports presented by Regional Directors on the 
meetings of Regional Committees held in 1955, and of activities in their respective 
Regions. In connection with these Reports animated discussions took place on many 
prevalent problems such as Rural Health and Environmental Sanitation, Malaria 
eradication, Poliomyelitis, Tuberculosis, Smallpox, and Dental Health. At one Regional 
Committee, Technical Discussions had been held on “Changes in Health Services 
necessitated by the Ageing of Populations.” 


Reports of Expert Committees held during 1955 were also presented to the Board, 
and approved for publication in the WHO Technical Report Series. The following, 
as soon as available, should have particular interest for nurses: — 

(1) Expert Committee on Psychiatric Nursing—First Report 
Five nurses (in addition to a Nurse Consultant) were included in the 
membership of this Committee which had a total of nine members. 


INTERNATIONAL NursiInG REVIEW 


(2) Expert Committee on Professional and Technical Education of Medical and 
Auxiliary Personnel—Third Report 


This Report deals mainly with the preparation and use of auxiliary Health 
Workers. 


(3) Expert Committee on Environmental Sanitation—F ourth Report 
This Report deals with food hygiene in the protection of health, and the 
relationship between environmental sanitation and food-borne illnesses. 


As the Executive Secretary was unable to remain for the whole Session of the 
Board, a further report will be included in the next News Letter, when the minutes of 
the meetings have been made available. 


In addition to attending the meetings of the Board, the Executive Secretary visited 
the Headquarters of the League of Red Cross Societies and appreciated meeting 
with the Secretary-General, Monsieur de Rougé, and also with Miss Lilli Petschnigg of 
the Nursing Bureau. She also met and had useful discussions with Miss Lyle Creelman 
and Miss Elizabeth Hill of the WHO Nursing Section; Miss Yvonne Hentsch, Chief of 
the Nursing Bureau of the LORCS and temporarily assigned for a special project to 
the European Regional Office of the WHO; Miss Susan Haines, Nursing Consultant of 
UNKRA, and on vacation from Korea; Madame Germaine Vernet, past President of 
the Swiss Nurses’ Association. Useful contacts were also made with members of the 
Executive Board and representatives of inter-governmental and non-governmental 
organisations who were present at the meetings of the Executive Board. 


Eighth International Congress of Pediatrics 


The following is an extract from a letter signed by Miss Margrethe Kruse, 
Executive Secretary of the Danish Council of Nurses, and received at ICN Headquarters 
on January 2nd, 1956: — 


“We have obtained permission for one nurse from each country to attend the 
Eighth International Congress of Pediatrics to be held in Copenhagen, July 
22nd—27th, 1956, and following that we shall arrange a Study Course for 
Pediatric Nurses from July 28th to August 3rd, subject to sufficient 
attendance”. 


A letter inviting one nurse from each country to attend the International Congress 
of Pediatrics, to be followed by a Study Course arranged by the Danish Council of 
Nurses, has been sent by the Danish Council to each National Member Association of 
the ICN; and we hope that there will be a representative attendance of nurses both at 
the Congress itself and the Study Course which is to follow. 


The Danish Council of Nurses is to be congratulated on having obtained 
permission for participation by nurses in the Congress. They will also have added 
greatly to the interest and value for each participant by arranging a special Study 
Course for nurses in conjunction with attendance at the Congress itself. 


International Union for Child Welfare 


ICN Headquarters receives regularly a News Letter circulated by the International 
Union for Child Welfare (IUCW). The October/December 1955 number contains a 
message of good wishes for 1956 to our own members from the President and the 
Executive Committee and from the Secretariat. This News Letter reports interesting 
visits made by the Secretary-General (Monsieur Georges Thélin) to the Scandinavian 
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countries, where he contacted all Member Associations of the IUCW and (he writes) 
returned from his mission “ with vivid impressions of the activities of these Member 
Organisations whose varied and enterprising programmes are all imbued with the 
spirit of service to children.” The Deputy Secretary-General (Mrs. J. M. Small) has also 
been on an extensive tour to the Near East and Asia, where she hoped on her outward 
journey to contact Member Associations of the IUCW in Greece, Syria, Lebanon, 
Pakistan and India; and on her return to visit Iraq, Egypt, Turkey and Italy. She 
expected to be back at her Headquarters in Geneva in mid-January. 


Any of our own members who are interested to know more of the activities of 
the IUCW are advised to write to the Secretariat at the following address: — 
International Union for Child Welfare, 16, rue du Mont Blanc, Geneva, Switzerland. 


International Society for the Welfare of Cripples (ISWC) 


The above Society, which is intimately concerned with rehabilitation projects 
for the disabled, also sends its Bulletin to ICN Headquarters. The October number 
contains an announcement of the Second World Congress of the World Confederation 
for Physical Therapy, to be held in New York City from June 17th to 23rd, 1956. 
The Bulletin also gives advance notice of the holding of the Seventh World Congress 
of the ISWC to be held in London in July, 1957. Any of our members who are 
interested to know more of the activities and programmes of the ISWC should write 
to the Secretary-General, Mr. Donald Wilson, at the following address: 701, First 
Avenue, New York 17, N.Y., U.S.A. 


International Hospital Federation (IHF) 


The December 1955 News Bulletin of the IHF contains a full account of the 
International Hospital Congress held in Lucerne in May, 1955. All who are on the 
ICN News Letter circulation list will already have received an account of the Congress 
from our two representatives—Miss Elsa Kunkel and Miss Ellen Broe. (Their report 
was circulated instead of a News Letter in April 1955.) No doubt this account, put out 
by the IHF itself, will also be of interest to our readers. 


In addition, the December News Bulletin gives an interesting summary of 
activities in the Hospital world in many countries; and announces that a Hospital Study 
Tour is to be held in the Republic of Ireland from May 21st to May 3lst, 1956. Any- 
one who is interested in the programme of this Tour, or in any other activity of the 
IHF, should write for information to the Secretary-General, Capt. J. E. Stone, C.B.E., 


M.C., c/o King Edward Hospital Fund for London, 10 Old Jewry, London, E.C.2., 
England. 


American Nurses’ Association—Biennial Meeting 


The Executive Secretary of the ICN has received an invitation to attend the 
Biennial Meeting of the American Nurses’ Association, which is to be held in Chicago 


from May 14th to 19th, 1956, and to give an Address at an evening session on 
May 15th. 


This is the first time since ICN Headquarters was moved from New York to 
London in 1947, that the ICN will be officially represented at an ANA Biennial 
Meeting; and both the invitation itself, as well as a generous financial grant from the 
ANA to cover the expenses of the visit, is greatly appreciated by the ICN. 
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Sixth Middle East Medical Assembly 


The Assembly Committee (under the auspices of Professor Virgil Scott of the 
American University of Beirut) has invited the ICN Executive Secretary to attend, and 
to give two Addresses—to the Assembly itself, and to a special Section for nurses to 
be held in conjunction with it; and with the approval of our President this invitation 
has been accepted. 


World Medical Association (WMA) 


Following the Ninth General Assembly of the WMA, which was held in Vienna, 
Austria, in September 1955, an excellent report has been received from Miss Maria 
Strobl (President of the Austrian Nurses’ Association), who attended the Assembly as 
ICN representative. In addition to the presentation of reports from Regions and from 
Committees, discussions took place on a variety of subjects—Medical Journalism, 
Social Security and Social Insurance, Modern Therapy for Rheumatic Conditions, etc. 


In giving a Report to the Assembly from the Council of the WMA, Dr. Knutson 
(Sweden), Chairman of the Council, reported, under an item “ International 
Co-operation” as follows: — 

“ The ICN has put up a Health Form for Nurses going or coming from abroad. 
This form was sent to the WMA which suggested some points to be changed. 
The ICN accepted these proposals, the form was changed and now bears the 
note ‘Approved by the WMA.’ Here is an example of true international 
co-operation which should therefore be praised.” 

The Chairman and members of the Exchange of Nurses Committee (which 
Committee was responsible for drafting the Health Form) will recall their efforts to 
meet the wishes of the WMA as well as of the ICN Board of Directors in connection 
with this Form. That good collaboration at the international level has resulted, and 
has been duly noted at a General Assembly by our medical colleagues, is a gratifying 
reward for patience and perseverance. 


‘A Thought for 1956 


“ One of the highest arts of administration is remembering that the office exists 
for the organisation and not the organisation for the office.” 

We are grateful to the American Nurses’ Association for having sent us a Manual 
recently prepared for the guidance of Headquarters Staffs of State Nurses’ Associa- 
tions, and in which the above words occur. Remembering that ICN Headquarters 
exists for the good of the whole organisation, and in our earnest desire that service to 


our members shall be our chief objective, we hope to make these words our “ motto ” 
during 1956. 
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